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Unfortunately, cosmetic surgery;and particularly 
cosmetic surgery of the nose, has not received seri- 
ous attention during the past twenty-five years, 
while surgery in other branches has made such 
marked advance. The greater part of. this work 
has been performed*by quacks of the medical pro- 
fession and laymen:without surgical training. The 
correction of deformities: of the nose has never 
been -placed on a scientific basis. The reasons for 
this are manifold. Surgeons have feared ‘to at- 
tempt: this pioneer. work because of the possibility 
of bad results, and: ensuing irreparable disfigure- 
ment-of the face,zor the danger of law suits. 
Again, such correction is desiréd simply to improve 
appearance, and therefore is not definitely within 
the field of that type of surgeon, who feels that it is 
his duty to heal rather ‘than to beautify. 

When, however, facial disfigurement is such as to 
cause serious social, or business embarrassment, it 
is a real and potent cause of unhappiness. Men 
and women in business and professional life know 
the value of good appearance. Young women of 
marriageable age, particularly, feel keenly the dis- 
advantage of distorted features. If the surgeon 
can scientifically, and without danger or inconven- 
lence, improve facial appearance in such cases, he 
is ministering to a legitimate and important de- 
mand, worthy of his best efforts. The unfortunate 
individual who suffers financially, socially, or ment- 
ally, because of a hideously formed nose, has as 
much claim to the skill of the surgeon, as the one 
with an ugly facial scar, nevus, or other blemish 
has, to the skill of the dermatologist. 

The methods described in the following article, 
have been carefully tested and perfected in the past 
twelve years, during which time, I have operated 
upon over one thousand patients. As far as I 
know, similar work has been done by Joseph of 
Berlin, Roe of Rochester, N. Y.,’ and Iglauer of 


Cincinnati. I have hesitated for many years be- 
fore presenting my methods to the profession, sim- 
ply to be absolutely certain of my ground, and to 
have given myself ample opportunity to observe 
all failures and the reasons therefor, to improve the 
details of technique, and to observe remote results. 
The results have been uniformly satisfactory, and 
in most cases excellent. 


I believe that I have placed this branch of surgery 
on a definite scientific basis. The procedure is 
simple. The fundamental principles are proper 
exposure and. hemostasis as in all other surgery. 
The original features of my methods, are the means 
of attaining that exposure from within the nose. 


The deformities usually encountered are: The 
hook or bent nose, the saddle nose, the laterally de- 
viated or bent nose, and the long nose. These de- 
formities are usually inherited, although they may 
be due to trauma or disease. Lateral deviation is 
often due to trauma or deviated septum. Saddle 
nose may be due to syphilis. I have not yet at- 
tempted to use my methods in syphilitic cases. All 
the other above mentioned deformities are amen- 
able to correction. A contra-indication to the oper- 
ation is infections in the accessory sinuses, eus- 
tachian tube or middle ear. Only healthy young 
or middle-aged people should be operated upon. 


Anesthesia. The operations are all performed 
under local anesthesia, for the same reasons that 
most other intranasal procedures are. Hemorrhage 
is diminished, and even if it occurs, there is no 
danger of aspiration of blood, as in the unconscious 
patient. With thorough infiltration, the operation 
is absolutely painless, and practically bloodless. The 
operation is performed in the sitting posture, so 
that the patient can be of aid to the surgeon, by 
holding his head in any desired position. 


Cocain and epinephrin (adrenalin) are used ex- 
clusively. The mucous membrane of the nose is 
carefully painted with a ten per cent. solution of 
cocaine as thoroughly as for a septum operation 
This is repeated once, and followed by a similar 
application of 1/1000 solution of epinephrin. After 
a few minutes, the submucous region of the nose 
over the septum and lateral cartilages is injected 
with about two drams of the following solution: 


Sol. cocain hydrochlorid 10% 
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Sol. epinephrin, 1/1000 ............gtt. xxx 
This is also injected subcutaneously over the 
bridge of the nose, and laterally over the cartilages, 

well out over the maxillary bones. 

The inner aspects of the alae of the nose are now 
painted with iodine as well as the cutaneous area 
over the. nose and cheeks. The excess iodine is 
washed off with alcohol, and the patient is then 
ready for the operative procedure. 

The operative procedure is divided into two 
stages: First, the exposure; second, the actual cor- 
rection or reconstruction. The exposure is practi- 
cally the same in all cases, although there may be 
slight«variations from the type, depending on the 
nature of the deformity. 

Four intra-nasal incisions are usually required in 
each nasal fossa, to obtain the necessary separation 
of skin and periosteum from bone. Occasionally 
only two or three may be necessary. 

The first incision is made along the border of the 
pyriform-opening of the nose. Beginning at the 


Diagram illustrating the four incisions, and part of the area where 
the soft tissues are separated from the bone, 


lower end of the nasal bone, it is carried downward 
and outward, through the mucous membrane and 
chondro-osseous ‘fiinction. An elevator is passed 
through this iriGision, insinuated .between the 
periosteum overlying the nasal and maxillary bones, 
and the bones, and swept laterally and mesially, 
lifting off the perfosteum, subcutaneous tissue, and 
skin, from the bone. The entire area extending 
from the root of the nose, laterally over the nasal 
bones and superior maxillae is so liberated. 

The second incision is made parallel to the bridge 


of the nose. Beginning at the lower end of the 
nasal bone, it is carried downward and forward, 
along the anterior edge of the bony and cartilagin- 
ous septum to the tip of the nose. This incision is 
carried through the cartilage, up to the perichon- 
drium overlying the bridge of the nose. Then by 
careful dissection, the perichondrium and soft tis- 
tues over the bridge of the nose, and lateral car- 
tilages, are separated from the underlying bony and 
cartilaginous septum, and lateral cartilages. 

At this stage, one should be able to sweep the 


elevator freely over the bridge of the nose, from 


roots to tip, and laterally well out over the cheeks, 
in the artificial space created between periosteum 
and bone, and between perichondrium and cartilage. 
It is absolutely essential that this area be entirely 
freed in all operations, in order to attain uniform 
shrinkage, without formation of wrinkles or dim- 
ples, which would occur if at any point the overt 
lying tissues remained in contact with the bone. 

A third incision is made from one nostril to the 
other. Beginning at the end of the second incision 
(tip of the nose) it is carried backward along the 
lower border of the quadrilateral cartilage, to the 
nasal crest of the superior maxillary bone. This 
incision passes through mucous membrane and caf 
tilage. A fourth incision is made through the lower 
lateral cartilage at the point where the, cartilage 
bends upon itself. This incision divides, the 
lateral cartilage into an external and internal half. 
The last two incisions are necessary to permit the 
requisite exposure for plastic work on the septull 
and cartilages. 

Through the above-mentioned incisions, evety 
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variety of nasal deformity can be corrected. I 
shall outline only briefly the methods used in the 
typical cases, but it must be borne in mind that each 
case presents its own problem and often requires a 
combination of the methods to be described. 


Correction of the hook-shaped deformity. By 
means of a saw and rasp the nasal bones, at their 
junction with one another, are pared down to the 
proper height, and the protruding bony and car- 
tilaginous septum trimmed with a pair of scissors, 
the skin moulded and placed into position. Should 


the nose appear too broad after the removal of the 
hump the remaining part of the nasal bones, to- 
gether with the frontal processes of the maxillary 
bones, are forced over and bent inward into the de- 
sired position. In young subjects these bones are 
easily bent, but in adults, part of the frontal proc- 


esses of the maxillary bones must be dislocated by 
cutting through them with a saw. In either event, 
the bones are held in position by internal and ex- 
ternal splints. 

Shortening the Nose. This is accomplished by 


resecting a triangular piece of cartilage, together 
with its perichondrium and mucous membrane, 
from the lower part of the quadrilateral cartilage. 
The base of the triangle is along the anterior border 
of the septum, its apex at the nasal crest of the su- 
perior maxillary bone. The lower part of the nose 
is then elevated, the edges of the wound brought to- 
gether and sutured. The size of the triangular 
piece of cartilage to be removed depends upon the 
desired length of the nose. One must be careful 


therefore, not to remove too large a piece, for fear 
of shortening the nose too much. To avoid this it is 
advisable to remove the cartilage piecemeal, and to 
occasionally tilt the tip of the nose upward, until 
the proper amount has been resected. 

Reducing the size of the tip and alae. The tip 
of the nose is reduced by resecting a crescent-shaped 
piece of cartilage from the tip, on each side, and 


suturing the edges of the wound together. The 
alae nasi are reduced in size by resecting a crescent- 
shaped piece oi cartilage from each wing and 
suturing the edges of the wound together. 
Correction of lateral dislocation of the nose. In 


920, 
: 
in- 
1On- 
ti 
4 
| 
reeks 
ste 
|. 
lowef 
1 hall. 


AMERICAN 
120 JournaL oF Surcery. 


TIECK—DEFORMITIES OF THE NOSE. 


May 1926. 


order to be able to force the nose sideways into the 
median line, the upper end of the anterior part of 
the bony septum, situated in front of and below the 
cribriform plate of the ethmoid must be resected. 
This part of the septum, because of its wide base, 
is very strong and rigid. Any forcible side pres- 
sure thereon is very apt to cause a fracture of the 
cribiform plate of the ethmoid, with probable dis- 


astrous results; hence the extreme importance of 
resecting this anterior upper part of the septum be- 
fore even attempting to force the nose into the 
median line. Having complied with this requisite 
the nasal bones, together with a part of the frontal 
processes of the superior maxillary bones, are dis- 
located by means of a chisel and saw and then 
forced into the median line. The forcible side pres- 
sure dislocates the fronto-nasal suture. 

Correction of sagged-in bridge or saddle nose. 
This is obtained by elevating the nasal bone and 
filling in the defect with a transplant of the middle 
or inferior turbinate bone. By means of a chisel 
introduced into the nose the nasal bones are com- 
pletely detached from the frontal process of the 
superior maxillary bones and: from the nasal proc- 


esses of the frontal bone, and then elevated suffi- 
ciently to raise the bridge of the nose to the desired 
level. Then the piece of middle turbinated bone, 
properly shaped and denuded of its mucous mem- 
brane, but not its periosteum, is placed between the 
anterior edge of the bony septum and the nasal 
bones. The graft is held in place by gauze in- 
serted into each nasal cavity. 

In two or three days the graft is firmly at- 
tached. Within three weeks, the transplant has 


become hard and firm, by organization. In deeper 
depressions it is necessary to use the inferior tur- 
binals. In milder cases the middle turbinate is 
large enough. These bones are admirably adapted 
for this purpose, on account of their vascularity, 
their convenient thickness, their ease of access dur- 
ing the intranasal operation. If.the.turbinal bone 
is not completely removed, the greater part of it will 
probably regenerate, and the resultant atrophy is 
very little. I have observed cases ten.years after 
the inferior turbinate had been removed, (as was 
generally done ten years ago before the septum 
operation came into vogue) in which: the bone had 
completely regenerated. I have transplanted tur- 
binals from one patient to another, from negroes to 
whites, and from whites to negroes. Almost all of 
them became fixed. 

Results. In nearly all cases there is a certain 
amount of post-operative edema, and a mild perios- 


titis, causing an apparent widening of the nose. This 
usually disappears in a short time under ice applica- 
tions. But, one may expect continuous improvement 
for six months. Out of one hundred transplants, 
only five broke down. In two of these the infection 
was caused by a chronic ethmoiditis. Out of 780 
cases of hook-nose, ten became infected, with re- 
sultant acute periostitis. These were relieved by 
proper drainage, without impairing the final cos- 
metic result. As far as final results are concerned 
I have appended a few photographs showing typical 
deformities before and after operation. These pic- 
tures need no explanation. They speak for them- 
selves. 

One word of caution. Although the methods are 
comparatively simple, care, experience and judg- 
ment are required to obtain good results. Fine dis 
crimination is necessary to determine just how 
much bone to remove or how much to insert. There 
are many little devices, tricks, and minor mechanical 
details, that can be acquired only by long observa- 
tion and practice. I therefore take this opportunity 
to invite my colleagues who are interested, to my 
clinic at St. Marks, where they may see the opera 
tions at close range, and observe the after-results. 

40 East 41st STREET. 
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THE SURGICAL CORRECTION OF THE 
AQUILINE OR HUMP NOSE.* 


SEYMOUR OPPENHEIMER, M.D., F.A.C.S., 
New York. 


Plastic and cosmetic surgery in general has sig- 
nally failed to keep apace of the tremendous ad- 
vance which has been made in other domains of 
surgery, and furthermore, cosmetic surgical en- 
deavors seem to have fallen into more or less dis- 


_ repute until the advent of the war when recon- 


struction became, the by-word. It was Roche- 
foucald who declared that “ordinary men condemn 
that which is beyond them” and because they know 
nothing of the work and because its methods were 
shrouded in mystery and popularly presumed to be 
encircled by insurmountable difficulties that many 
otherwise well qualified rhinological surgeons know 
comparatively little of cosmetic rhinoplasty, and be- 
cause of their ignorance they kept aloof. 


I shall take up only one phase of the cosmetic 
surgery which the rhinological surgeon is called 
upon to perform, namely, for the aquiline or hump 
nose. 

This type of nasal deformity is comparatively 
common, in fact it is probably the nasal imperfec- 
tion for which the rhinologist is most frequently 
consulted. It is perhaps as well one of the easiest 
to correct in the majority of cases which come to 
operation, and the cosmetic end-results of rhino- 
plastic correction here, are usually very satisfactory, 
both to the patient and to the operator. 

In variable degree in this condition the nose is 
too prominent over the osseous bridge, the deform- 
ity varying from a slight prominence over the bony 
dorsum of the nose, to an oversized nose with 
marked convex deformity, involving perhaps both 
the bony and cartilaginous dorsum from the frontal 
eminence to the nasal trip. In such marked cases 
of hump nose the roentgenogram reveals the nasal 
bones as thickened considerably, massive and 
curved. The condition may be congenital in origin, 
or it may be resultant from trauma. While vari- 
ous external operative technics have been devised 
for the correction of this condition, the intra-nasal 
method has proven so far superior from a cosmetic 
standpoint, that it has been almost entirely adopted 
as the operation of choice in all except perhaps the 
most exaggerated deformities, where a combination 
of methods must sometimes be employed to insure 
best results. 

The general preparation of the patient and the 


*Presented at a meeting of the American, Laryngological, 
phinological and Otological Society, at Newark, N. J., February 


tion of the swollen tissues. 
the nasal structures return to a very normal ap- 


local anesthesia induction is so well known that it 
will therefore be omitted. 


Operative procedure: The tip of the nose is ele- 
vated and with a small scalpel a short semi-circular 
incision is made in the antero-lateral portion of the 
nasal vestibule, just below the point of junction of 
the lateral cartilages with the nasal bone. Through 
this incision, small blunt-pointed scissors or blunt 
dissectors of the Freer type, are introduced be- 
tween the nasal bone and the overlying integument 
and the skin over the dorsum of the nose is thor- 
oughly undermined, the extent of the undermining 
being, of course, determined largely by the size of 
the hump to be removed—care being taken to avoid 
puncture of the skin during this undermining 
process. Where the hump is moderate in size, un- 
dermining may be satisfactorily accomplished 
through incision in one vestibule, usually the left, 
but where conditions require it a similar intranasal 
incision may be made through the other vestibule 
and through this the process of undermining is 
completed. 


A small saw, scissors or rasp is introduced 
through the incision made, and the hump removed 
therewith. Usually the rasp will be found very sat- 
isfactory, and with a forward and downward motion 
(paralleling the nasal ridge) the anterior borders of 
the nasal bones are trimmed down until the hump 
is obliterated to a sufficient degree. Where the 
base from which the hump is removed, appears to 
be very broad and sharp, the edges may be rasped 
off or shaved down with a small chisel. There is 
usually little bleeding, and oozing of any extent 
may be controlled by local applications of thrombo- 
plastin on cotton, after which rubber tissue drainage 
strips are inserted through the primary intranasal 
incisions and carried well up on the dorsum of the 
nose. These drainage strips should be allowed to 
remain in situ for three or four days, or longer if 
deemed desirable. The nostrils are lightly packed 
with petrolatum-gauze, or with bismuth-petrolatum 
gauze. Local inflammatory reaction may be checked 
by prompt institution of iced compresses locally, 
although in many cases it is remarkable how little 
local reaction is aroused. A splint of dental com- 
pound molded to fit the patient’s nose, and held in 
place by adhesive straps, affords excellent protec- 
tion against injury. The following day the nasal 
packing is removed, and the nose cleansed of clot 
and secretion with warm nasal douching. Inhala- 
tion of medicated steam vapor assists in the reduc- 
Under this treatment 


pearance in a fairly short time, but the patient 
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should be warned that it may be several months be- 
fore all trace of inflammatory reaction and thicken- 
ing of the tissues have disappeared, and the full 
benefit obtained in a cosmetic sense. A photo- 
graph or plaster cast taken before and after the 
operation is advisable in all cases. 

In cases where the hump is so exaggerated that 
we have in addition an oversized nose with involve- 
ment of virtually the entire nose from the frontal 
notch to the tip, a more extensive undermining of 
the skin is necessary than where it is simply a ques- 
tion of removal of a hump. The undermining here 
should extend from the frontal eminence to the 
nasal tip, and also over the nasal processes of the 
superior maxillae where the nasal base is also to be 
narrowed. 

In reduction of the height of the nose, after suf- 
ficiently extensive undermining, the nasal bones are 
sawed through from above downward, commencing 
_at the frontal notch, and the required amount of 
bony dorsum removed. Next the cartilaginous 
portion is trimmed with the scalpel in a similar 
manner, the detached tissue being removed through 
the intranasal incision. Where an opening is made 
into the nasal chambers in this procedure, no ill- 
effects appear to ensue, although some authorities 
‘caution against it. 

After reduction of the height of the dorsum of 
nose, the length and width may appear increased, 
and the lobule brought into greater prominence than 
before. Where it appears desirable to produce a 
reduction in the width of the nasal base, this may 
be accomplished by sawing through the two nasal 
processes at their junction with the superior maxil- 
lae, an elevator first separating the periosteum. The 
lower edges are then made to approach the middle 
line of the nose through pressure of the thumb and 
index fingers, and the nasal bones fractured at the 
naso-frontal junction. Where necessary to bring 
about a sufficient degree of mobility of the nasal 

processes and nasal bones, they are seized with 
forceps such as the Adam’s or other similar instru- 
ment, one blade being inserted through the in- 
cision and the other in the nasal vestibule. 


Where the lessened height of the dorsum makes 
the top of the nose seem broader and flatter than 
desired, the condition may be remedied by slanting 
the superior edges of the nasal bones inwards to- 
ward the median line. 

In case the whole nose is too long, it may be 
shortened by resection of a triangular piece of the 
cartilaginous septum, taken horizontally from its 
inferior border, with inclusion of a part of the 
membranous septum beneath. The 3 to 5 mm. 


wide base of this triangular septal resection is 
placed anteriorly immediately beneath the nasal tip, 
with its apex at the inferior nasal spine. The septal 
incision may be made with any appropriate sized 
straight scalpel, and next after this triangular piece 
of septum, including its mucosa on both sides, is re- 
moved, the tip and columna are attached by suture 
to the freshly created inferior margin of the trian- 
gular cartilage, which has the effect of elevating the 
nasal tip as well as rendering the septum shorter. 
If it is necessary, the lateral walls of the nose are 
next narrowed by removal horizontally from the 
inside of each nostril, a trifle above the lower lateral 
cartilage, of a triangular strip which includes both 
mucous membrane and cartilage. The size of the 
strip thus extirpated determines the degree in which 
the lateral walls are made narrower. Closure of 
the wounds made incident to this last step, may be 
effected by several silk sutures. 

In conclusion, let me say that the world war, with 
its pressing demands for the practice of reconstruc- 
tive surgery for the relief of the maimed and dis- 
figured, has not alone brought cosmetic rhinoplasty 
into its own, ethically speaking, but has likewise 
created a great demand for surgical workers 
trained to take care of the large number of head 
and face injuries incident to warfare, injuries where 
surgical work of a cosmetic and _ reconstructive 
nature is particularly indicated and within the 
province of the rhinological surgeon. 

With the necessity of this restorative work of 
war trauma the time seems auspicious not only for 
all cosmetic surgery and cosmetic rhinoplasty in 
particular, to be elevated to its proper dignity in 
the profession, to be popularized and made available 
for the large number of individuals in civil life who 
could be benefited in mind no less than in feature, 
but also, what is all-important, to rescue this class 
of surgery from the clutches of the charlatan and 
the advertising “beauty doctor” whose conspicuous 
signs and blatant advertising have long preyed upon 
and ensnared the credulous among the laity. 
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OF THE 


The submucous resection of the nasal septum 
to correct deviation has become the recognized op- 
eration. It is an operation of comparatively recent 
origin superseding the sawing and crushing opera- 
tions. The former operations destroyed a great 
deal of the mucous membrane of the nose and the 
post-operative treatment by various kinds of plug- 
ging was painful and sometimes indefinitely pro- 
longed. 

The nasal septum is a partition between the two 
nares and should be perpendicular and have paral- 
lel surfaces. The septum is seldom perfectly 
straight but usually presents deviations from the 
median line and is also the seat of thickening and 
spurs. If the deviation, thickening and spurs are 
small and do not cause any interference with the 
breathing or drainage from the sinuses they are of 
little importance but when they do cause trouble 
they demand surgical interference. The chief in- 
dication for the submucous operation is in those 
cases where there is nasal obstruction to such an 
extent that the patient suffers and his health is 
seriously impaired. The deformity may cause ob- 
struction of the drainage of the sinuses, chronic 
pharyngitis, laryngitis, chronic catarrh of the 
middle ear; and I should like to emphasize the 
importance of the operation for the relief of asthma 
and hay fever in many cases. These diseases both 
belong to the class of nasal reflex neuroses due to 
hyperesthesia of the nasal mucous membrane, 
probably in the ethmoid region. This hyperesthesia 
is caused by continued irritation of the sensitive 
nerves by such substances as dust, tobacco smoke, 
the effect of steam heat, and irritations of all kinds. 
In narrow noses dust particles and chemicals seem 
to cause more irritation; therefore, before the nasal 
reflex neuroses can be treated, free passage for air 
through the nose must be provided and septum 
deviations removed with other obstructions which 
may exist. How common these septal deviations 
are, may be judged when we read that out of 4,000 
cases examined in one of our hospitals in one year 
there were 3,823 septal deformities, most of them 
being deviations. Deviations of the septum are the 
Peculiar characteristic of the Caucasian race. It is 


estimated that about 30% of white men have septal 
deviations and they are more often to the left than 
to the right. 

The nasal septum is made up of the triangular | 
cartilage, the septal plate of the ethmoid, the vomer 
and the intermaxillary ridge. In general when we 
speak of the deviated septum we mean one which is 
pathological or obstructive. Deviations of the 
septum may be classed under two heads, the bowed 
(concave on one side and convex on the other), 
which is most often found associated with high 
arched palates, and the angular, where there has 
probably been more force applied, fracturing the 
cartilage or bone. In some cases the septum car- 
tilage or bone is divided by fibrous tissue and there 
is often found a large amount of fibrous tissue 
around the incisor crest and maxillary spine. 


Septal deviations are usually due to some form 
of traumatism which may have occurred early in 
life, rarely before the fifth year, and it may in- 
crease as the septum develops. Deviations are more 
frequent in men than in women, on account of the 
sports indulged in early life. Mouth breathing 
may also be a cause, and, as remarked before, bowed 
deviations are the common result of high-arched 
palates. 

Submucous resection is done with the aid of a 
reflected light. The instruments used are a spec- 
ulum, small scalpel, a combination curette elevator. 
Ballinger swivel knife, punch forceps, small chisel 
and a mallet. The patient is seated, the nose 
cleansed and anesthetized and rendered nearly 
bloodless by packing with cotton saturated with a 
solution composed of about equal parts of cocaine 
10%' and epinephrin chloride, 1/1000. A small 
piece of cotton thoroughly saturated with the above 
solution is gently inserted in the region of the su- 
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perior turbinate or the highest part of the nose. 
The next cotton application is a little larger and 
inserted above the lower turbinate and the third 
application is much larger and longer and is in- 
serted below the lower turbinate well back toward 
the pharynx. After remaining in position for 
about twenty minutes the cotton is removed and a 
vertical incision is made anterior to the white line. 
The knife is inserted about one-third of an inch, 
in most cases from the top of the nose, and brought 


- downward to the floor and the outside of the nose. 


In the nose, incision is made through the mucous 


‘membrane and the perichondrium but not into the 


cartilage. We now elevate the mucous membrane 
starting at the highest angle of the incision, pushing 
the elevator gently backward, downward and bring- 
ing the elevator forward. In most cases we are 
able to separate the mucous membrane from the 
cartilage from behind forward and then scraping 
through the cartilage, separating the mucous mem- 
brane from the other side. The cartilage is now 
removed with a Ballinger knife or forceps. If 
the deformity is not corrected it is advisable to in- 
sert.a cutting forceps and bite through the junc- 
tion of the perpendicular plate of the ethmoid with 
the cartilage; if we are careful at this point there is 
practically no danger of causing a fracture of the 
cribriform plate. We now remove the perpendicu- 
lar plate of the ethmoid and the part of the vomer 
that may cause obstruction. The incisor crest as 
a rule will cause more or less obstruction and it is 
surrounded by a large amount of fibrous tissue. 
This tissue and the adherent membrane may be 
easily separated with a sharp knife, if one will re- 
member to keep the edge of the knife on the incisor 
crest. The incisor crest is easily removed with a 
chisel and mallet. It should be remembered that 
the incisor crest extends forward and if the chisel 
is inserted well down on the crest and driven up- 
ward it will separate with very little force. After 
removing the incisor crest one will be surprised at 
the large opening produced in the nose between the 
membranes. The intermaxillary ridge as a rule. is 
very thin below the junction of the triangular car- 
tilage, and if the chisel is inserted at the thin part 
of the bone, with one or two little taps we are able 
to fracture the bone as a rule for a considerable dis- 
tance posteriorly and it is easily removed with a 
curette or forceps. The membrane is now divided 


_at its outer angle for a distance of about one-third 
- of an inch and replaced on the septum. : 
The nares are then packed with petrolatum 


gauze which is removed at the end of twenty-four 
hours. 


A few crusts will form which are removed 


as a rule once a day. There is little reaction and 
the patient is generally able to return to his occu- 
pation 24 hours after the packing has been removed. 

The advantage of the submucous operation over 
other operations for deflection are: 

1. That no mucous membrane has been destroyed. 

2. That spurs and deflections have been entirely 
removed with the thickening of the septum. 

3. That the ridge of cartilage which is wedged 
in between the lateral cartilage has not been inter- 
fered with, and there is absolutely no danger of a 
falling or saddle-back nose. 


FRONTAL SINUS DRAINAGE. 
Max Uncer, M.D., 


New York. 


In order to obtain some idea of the kinds of 
frontal sinusitis cases that are met with, letters with 
the following three questions were sent to a group 
of representative nose and throat specialists, the at- 
tached figures being the averages of the answers: 

1. What percentage of your, frontal sinusitis 
cases are acute? Answer, 52.5%. 


2. What percentage are chronic? Answer, 
47.5%. 
3. What percentage of acute cases become 


chronic? Answer, 3%. 

All the answers received tallied closely, so that 
they must be regarded as reliable. The question, 
therefore, arises, “Where do all the chronic cases 


come from?’ The answer is probably found in one 


of the following explanations: ; 

1. The acute symptoms were so mild or of so 
short duration that the patients disregarded them 
and did not seek advice until chronic symptoms had 
forced them to do so. 

2. The acute cases that did seek advice were 
treated only for the acute symptoms, of which pain 
is the most prominent, and when these were re- 
lieved the patients drifted away. 


The treatment of frontal sinusitis varies between 
the extremes of conservatism and radicalism. On 
the one hand, cases of acute frontal sinusitis are 
treated by the use of cocaine and epinephrin and 
the removal of the middle turbinate to open the 
fronto-nasal duct. On the other hand, we have 
chronic cases treated by external and internal op 
erations, with the exenteration of neighboring cells 
and the destruction of large areas of nasal mucosa 
There seems to be no middle road. ) 

When we consider that an inflammation of 2 
nasal sinus is, pathologically, just like an inflamma 
tion of a mucous membrane elsewhere, like an otitis 
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media, for example, we receive a clue as to the 
necessity for continuous drainage of the sinus over 
a sufficiently long period to prevent the insidious 
onset of chronic sinusitis. We must impress on 
our patients the need for continuing treatment long 
after the pain and tenderness have subsided. 

INTRA-NASAL DRAINAGE OF THE FRONTAL SINUS 

THROUGH THE NATURAL OPENING. 

The three factors that prevent proper drainage 
in frontal sinusitis are, in the order of their fre- 
quency, first, the swelling of the nasal mucosa; sec- 
ond, hypertrophied middle turbinates; and third, 


Fig. 1—Instruments used for draining frontal sinus. 


polyps. The nasal mucous membrane, containing 
uch erectile tissue, is subject to physiological en- 
gorgement many times during the day. When 
there is the added stimulus of an infection, the en- 
gorgement becomes practically constant. 

When it is considered that the fronto-nasal open- 
Ing is so small that it often fails to admit the small- 
est probe it can readily be seen how completely it 
tan be blocked by the swollen mucous membrane. 


Adrenalin and cocaine shrink the mucous mem- 
brane by direct action on the walls of the arterioles. 
On normal mucous membrane their action is prompt 
and effective. In inflammatory conditions, how- 
ever, there is exudation of cells and serum about 
the vessels which prevents the approach of the 
epinephrin and makes its action slow and incom- 
plete or prevents ‘it altogether. When it is con- 
sidered, furthermore, that the fronto-nasal‘ canal is 
about one-half inch to three-quarters inch in length, 
it becomes apparent how futile, in some cases, is the: 
use of epinephrin for establishing drainage. 


Fig. 2—Specimen showing drainage tube on probe introduced 
into frontal sinus. 


Obstructing turbinates and polyps, must of 
course, be removed. 

The method to be described is meant for use in 
cases where the natural fronto-nasal opening is -in- 
tact and where no operations more extensive than 
the removal of polyps or of the anterior tip of the 
middle turbinate have been performed. Briefly, it 


consists in the introduction into the frontal sinus, 


through the natural opening, of rubber or fabric 
drainage tubes and their continuous retention in the 
nose during the course of the sinusitis. 

The instruments used are (1) a slender frontal 


sinus probe, and (2) rubber, silk or linen catheters 


of sizes 4 to 10 French. The largest catheter that 
the fronto-nasal opening of a particular case will 
admit is used in that case. The ordinary urethral 
catheters can be used for this purpose cut down to 
three and one-half inches from the tip and with 
perforations punched in the sides at intervals of 
one-half inch. 

The technic employed is as follows: 

The nasal mucosa is anesthetized and the frontal 
sinus is probed. The probe is first used by itself to 
determine the size and the direction of the fronto- 
nasal opening. If the opening is obstructed by the 
middle turbinate this must be removed. The size 
and direction of the opening having been ascer- 
tained, the probe is then pushed through the lumen 
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of the proper sized catheter to its end. The probe, 
encased in the catheter, is then reinserted in the 
frontal sinus. The catheter is then held loosely 


by the fingers of one hand and the probe is gently 


withdrawn by the other, leaving the catheter in situ. 
The catheter is then grasped near its entrance into 
the opening with a nasal forceps and pushed further 
into the frontal sinus as far as it will easily go. 
Being flexible it will pass over projections that will 
block a metal catheter. The lower end of the ca- 
theter is then cut off intranasally, so that the re- 
maining portion rests on the floor of the nose. At 
the end of this procedure there is then left a tube 
about two and one-half inches in length, extending 
from the floor of the nose up into the frontal 


r 


Fig. 3—Drainage tube in position in frontal sinus, 
sinus. This tube is left in place for one to two 
days, when it is removed and replaced by another. 
Before the tube is replaced the sinus can be irri- 
gated. 

The catheter is cut three and one-half inches 
long to begin with because its lower end will then 
project from the nose after its tip is in the sinus 
and furnish a place for holding it when the carry- 
ing probe is withdrawn. If linen or silk catheters 
are used, they should be dipped into hot water be- 
fore being inserted into the nose, in order to make 
them softer. 

This method of treating frontal sinus disease has 
the advantages that (1) there is a minimal destruc- 
tion of nasal mucosa, (2) it resists the encroach- 
ment of the swollen mucous membrane on _ the 
lumen of the fronto-nasal opening and (3) it pre- 
vents blocking of the opening by small polyps. It 


is in accord with the principles of surgery in that. 


it maintains continuous drainage of the frontal 
sinus, 

The case of frontal sinusitis which led to the de- 
velopment of this method and which illustrated the 


adequacy of the drainage obtained was the follow- 
ing: 

G. R., aged 38, came to me complaining of fre- 
quent “head colds,” much purulent discharge from 
the nose and difficult nasal respiration. In the 
right naris there was polypoid degeneration of the 
middle turbinate, with polyps filling the upper half 
of the naris. In the left naris there was hyper- 
trophy of both turbinates, but no polyps. I re- 
moved the polyps from the right side of the nose. 
Two days afterwards the patient developed extreme 
pain over the right eyebrow, with chills and fever 
and profuse discharge into the middle meatus. 


Fig. 4—Case of frontal sinusitis with drainage tube in frontal sinus. 


From June 23rd to July 21st, the treatment consist- 
ed of free use of epinephrin with nasal douches, 
suction and sinus irrigations. Relief was only in- 
termittent and on July 21st, I had about decided to 
open the frontal sinus intra-nasally, when I hit on 
the plan of introducing a rubber tube into the sinus 
through the natural opening and leaving it in place 
for continuous drainage. This was done and pus 
could be seen pouring from the openings in the tube. 
The relief from pain was almost instantaneous and 
complete. The tube was replaced every second day 
for two weeks until a thin serous discharge had re- 
placed the pus, when it was removed. The frontal 
tenderness was completely gone and the discharge 
from the nose was less than it had ever been in the 


-memory of the patient. 


Case II.—Mrs. E. B.—39 years—had had 4 
frontal sinusitis seven years ago. Present illness 
dated back ten days. Complained of very severe 
pain over left eyebrow, with chills, fever and puru- 
lent discharge from left nostril. First seen 1/5/20 
treated with adrenalin. Two days later anterior 
tip of middle turbinate was removed. Treated fot 
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four days with adrenalin sprays, but pain increased. 
On 1/11/20 small polyps were seen protruding 
from the naso-frontal opening. Tube was inserted 
into frontal sinus, with marked lessening of pain 
and much increase of the discharge. Was treated 
with the tube for one week, when pain was com- 
pletely gone and discharge had changed from pus 
to thin serum. Polyps were touched with 1212% 
Ag NO, and disappeared from view in three 
weeks. Her symptoms disappeared and _ she 
stopped treatment. 

Case III.—Miss D. M., 23, suffered for twelve 
years with very profuse purulent discharge from 
the nose, more marked on the right side, and severe 
frontal and vertex headaches. Six months before 
the right middle turbinate had been removed with- 
out relief. Examination showed great thickening 
of the tissues in the vault of the nose and profuse 
discharge. A rubber tube was put into the right 
frontal sinus and a silk one in the left. The tubes 
stay in place about two days, then fall out. They 
give great relief for the headaches but attendance 
for treatment is irregular and no progress has been 
made in relieving the discharge. 


DISEASES OF THE EAR, NOSE AND 
THROAT OBSERVED IN ASIA MINOR. 
GrorceE L. RicHarps, M.D., 


Fatt River, Mass. 
Medical Advisor, Near East Relief. 


These observations are based on visits of inspec- 
tion to and operations performed in the hospitals 
and orphanages under the control of the Near East 
Relief in Anatolia and cover the district from the 
Black Sea on the north to Mesopotamia on the 
south and from Constantinople nearly to the Persian 
Border. They have relation for the most part to 
refugee populations seeking help from missionary 
or Near East Relief stations and represent the con- 
ditions of those who survived under years of hard- 
ship due to deportation from their homes and to 
war and after-war conditions. 

The patients seen were mostly children. There 
were some women but relatively few men since most 
of the men were killed during the deportations and 
many of the women lost their lives from exposure 
to hardships of various kinds. In the main, the 
children are a hardy group, the weak ones having 
died and, if rescued before starvation has too far 
affected them, they rapidly recover. They suffer 
chiefly from dilated stomachs due to the bad coarse 
diet of the last few years, skin diseases, especially 
scabies and favus, and eye diseases such as trach- 
oma and staphyloma and the severe forms of con- 
junctivitis. 

Throughout all of Asia Minor the infant mor- 
tality is high. This is due to bad housing and liv- 
ing conditions, and the lack of proper diet for 


young children. There is almost entire absence of 
dairying and the supply of milk is always insuffi- 
cient, while the hygienic conditions surrounding 
child life are especially bad during the summer 
months. The result is that the period from wean- 
ing to about three years of age is very trying to 
children and great numbers of them die of diarrheal 
diseases and from malaria and other insect borne 
diseases. This mortality becomes greater as the 
warmer regions toward Mesopotamia are reached 
and may in general be stated to be as high as fifty 
per cent. The result of this high mortality is that 
the children who do survive are quite hardy and 
resistant. 


The Turkish children are in better physical con- 
dition and better nourished than are those of the 
subject races, namely, the Armenians, Syrians, and 
Greeks and, with the exception of a district in Rus- 
sian Armenia, they suffered relatively little from 
war conditions. 


The purely respiratory diseases and ear diseases 
are, compared with eye and skin diseases, relatively 
infrequent. I examined hundreds of children in 
different orphanages and found them to be almost 
universally nose breathers, nor do they suffer much 
from diseased tonsils. During more than half of 
the year they live out of doors and as the climate of 
the greater portion of Asia Minor after leaving the 
sea coast is dry, catarrhal affections of the nose and 
accessory sinuses and adenoids occur less often than 
with us. Most of the tonsil and adenoid operations 
which I performed were in coast towns, such as 
Smyrna, Constantinople, Ismid and the like. The 
same number of children bunched together in or- 
phanages here in America would, I think, show 
more nasal trouble both as regards hypertrophied 


tonsils and adenoids than did those children in Asia 


Minor. Tuberculous osteomyelitis is very common 
in both child and adult but tuberculous laryngitis 
is not common and the cases of tuberculous osteo- 
myelitis had, as a rule, no lung involvement. 
Several operations for septal deviations were per- 
formed, but these were of no special interest. There 
was one laryngeal affection which was quite unique 
and which was met five times in places widely sep- 
arated, namely, the attachment of leeches to the 
mucous membrane of mouth or larynx. In three 
cases the leech was fastened to the vocal cords with 
the body partly above and partly below the cord 
and when so fastened it is almost impossible to re- 
move the leech. In two instances the thyroid was 
split sufficiently to get hold of the leech, all attempts 
at removal with forceps having failed. In another 
instance the leech was partly torn to pieces with 
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paid to this condition. 


the forceps and even then did not let go but was 
eventually cast off. In two cases the leech was in 
the naso-pharynx and from here was detached 
without difficulty. The reason for these leeches in 
the respiratory tract is found in the common habit 
of drinking from every wayside stream, the mouth 
being inserted in the waters of the stream. As 
these streams are often very muddy the leech is 
drawn into the mouth without being observed at the 
time. 

Suppurative ethmoiditis and its affections also 
occurred rather rarely. I recall only one case of 


‘general pansinusitis and not many cases of polypi. 


I had the opportunity of removing an enormous 
post-nasal fibroma from a Turkish woman. This 
fibroma had a rather narrow pedicle and removal 
was accomplished under ether without difficulty. 
The post-nares was packed at once and the packing 
kept in for two days. The bleeding was inconsid- 
erable and after removal of the packing it ceased. 

On account of the relative infrequency of ade- 
noids suppurative otitides are not very common 
although they occur and when they do they have 
little chance of recovery as very little attention is 
I conducted ear clinics at 
many places and performed some mastoid opera- 
tions for chronic suppurations. Many of the sup- 
purative cases cleared up without operation after 
the use of appropriate local treatment and it would 
seem that more of such cases would clear up in a 
dry climate under a local general treatment than in 
a moist climate. There was but little chronic deaf- 
ness and little attempt was made to treat this for 
the medical work attempted was essentially relief. 

Our Out-Patient Division treated in one month in 
one station, 5,818 cases among orphanage refugees ; 
of these 2,179 were cases of skin diseases, 3,439 
were cases of eye diseases, and there were 90 cases 
of suppurative otitis. In the hospital out-patient 
department the record gives 26 cases of ear, nose 
and throat diseases while at the same time there 
were 387 eye cases, these out of a total of 2,631. 
Eye diseases are therefore far more common and 
more serious in this country than those of the ear, 
nose and throat and any person going to the Near 
East as a physician should be well grounded in the 
external diseases of the eye. 

I have no doubt that careful examination would 
probably have revealed more cases of suppurative 
ear disease than were brought to my attention. With 
the great demand made on physicians in these re- 
lief stations, the ear is apt to be slighted, unless one 
has special interest in it and there are good light 
and proper facilities for examination. 


SOME NOTES ON THE TECHNICS OF 
TONSILLECTOMY. 


Epwin S. INGERSOLL, A.B., M.D.., 
RocueEstTer, N. Y. 


There are probably but few subjects in the whole 
field of surgery about which so much has been writ- 
ten as the tonsil, and the end is yet far from being 
reached. The very existence of such a great mass 
of literature is the surest indication that no specific 
has been found, and that tonsil surgery is still a long 
way from arrival at a satisfactory degree of stand- 
ardization. Tonsil operating has long been a fair 
field for any one holding a medical degree, with the 
inevitable results so familiar to all of us. 


This condition of affairs has fostered the idea in 
the minds of most laymen, and also, unfortunately, 
of a large number of ‘physicians, that the removal 
of tonsils is a procedure of minor importance, not 
worthy of serious consideration. However, there 
is apparently a growing tendency towards a more 
enlightened view of the matter and with increasing 
knowledge on the part of the public, there will be a 
more insistent demand for better work. 

Beginning with the finger enucleation described 
by Celsus, almost two thousand years ago, which 
with very little alteration is still in use today, there 
have been evolved countless methods and modifica- 
tions of methods for the removal, or partial re- 
moval of tonsils. Some of these have stood the 
test of experience and more of them have been 
discarded and forgotten. 

Notwithstanding the contrary view of most 
European laryngologists, it seems to be clearly es- 
tablished that the aim of whatever method of oper- 
ating is chosen as best suited to the individual oper- 
ator, should be the complete removal of the struc- 
ture and its capsule, with the least possible trauma 
to the neighboring tissues. The advocates of ton- 
sillotomy, and there are still many, have not estab- 
lished their case and the rationale of leaving in the 
throat the stump of a tonsil, considered sufficiently 
diseased to require surgical interference is difficult 
of explanation. The advocates of complete enuc- 
leation can be accused of radicalism no more than 
can the abdominal surgeon for the removal of the 
entire appendix, when the most apparent lesion 
occurs in its tip. 

With this view accepted, as it is by the great ma- 
jority of operators in this country, there remains the 
selection of the particular technic which best ac- 
complishes the purpose, and there are two general 
methods to be considered: the dissecting and non- 
dissecting. 
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Every surgeon who attempts the removal of ton- 
sils should have developed some form of dissection 
best suited to his individual use. Although the re- 
cent development of the non-dissecting technic has 
provided the better method in a large majority of 
cases and is indispensable when the former cannot 
be used, dissection is applicable to every case that 
comes to operation. 

There are many forms of dissection in general 


use, the century-old finger method of Celsus un- 


fortunately being one of them, despite the excessive 
trauma produced. 

The following is a description of the method 
used by the writer: The tonsil is firmly grasped with 
the forceps, pulled inward as far as possible with- 
out excessive tension. and then rotated posteriorly. 
This puts the anterior pillar on the stretch. A sharp 
knife is used to split the mucous membranes and 
the upper third of the anterior pillar, close to the 
tonsil. This cut is just through the mucous mem- 
brane and about one-half inch long. The tension 
under which the tonsil is held causes a gaping of 
this cut, showing the white capsule beneath. 

A Lathrop knife, with the small blunt hook at 
the end, is introduced through the cut and the 
mucous membrane incised close to the tonsil down 
the length of the anterior pillar. The same knife 
is reintroduced and the tonsil now rotated forward. 
This exposes the posterior pillar and the knife is 
passed upward, backward and downward, care be- 
ing taken to closely hug the tonsil. This complete- 
ly separates the mucous membrane. attachment and 
throws the superior pole of the tonsil out of its 
bed. 

The forceps are now removed from the main 
body of the tonsil and attached to the evulsed upper 
lobe. A tightly made gauze sponge, the size of a 
small marble, is placed in a long hemostat and with 
this the muscular wall at the base of the fossa is 
separated from the tonsil, from above downward. 
The muscle is separated from the tonsil rather than 
vice versa, no attempt being made to pull the tonsil 
from the wall. Only sufficient traction is made on 
the tonsillar forceps to counteract the pressure of 
the sponge against the muscle, no pressure with 
the sponge being made against the tonsillar capsule. 
Oftentimes the whole tonsil is removed in this way, 
but it is sometimes desirable to separate the inferior 
pole with a snare. 

There is usually but little bleeding and this can 
be easily controlled by simply detaching the small 
sponge, used for the separation, and leaving it in 


the fossa while the operation is continued with an- 
other one. 


By adhering closely to the retracted tonsil while 
making the primary mucous membrane incision, 
there is no subsequent injury done to the pillars and 
the gauze separation in the bed of the fossa is not 
productive of undue traumatism. 

This technic can be used in all cases, but it is 
more difficult and cumbersome, as are all forms of 
dissection, than are some of the more recently de- 
veloped non-dissecting methods. In the great ma- 
jority of instances, well over ninety per cent. of 
adults and children, the non-dissecting method is 
both possible and more desirable. 

The two more popular methods in this latter class 
are those developed by Sluder, using the guillotine, 
and by Beck with the fenestrated snare. Both, in 
proper hands, accomplish excellent results, but the 
writer has found the Beck snare to be the better for 
his purposes. While the methods are fundament- 
ally very similar there is one essential difference in 
the working of the two instruments. The guillo- 
tine acts from before backward and the snare from 
behind forward. 

Of the two pillars, the posterior is the more im- 
portant from a fundamental standpoint and the 
one more worthy of protection. In using the guil- 
lotine, the blade is pushed tightly “home from in 
front and fails to completely sever the mucous 


‘membrane attached to the tonsil along the posterior 


pillar. The final motion in the operation is a 
twist which frequently tears the unsevered mucous 
membrane, denuding more or less of the posterior 
pillar, leaving the muscle base with consequent ex- 
cessive scarring. This does not happen at the hands 
of all operators, but it is, nevertheless, a frequent 
occurrence. 

With the Beck instrument, the tonsil is engaged 
within the ring in the same manner as with the 
Sluder, but the separating of the tonsil from its 
attachments is begun from behind. Before any cut- 
ting is done, the wire is tightly pulled into the 
deepest part of the sulcus between the posterior 
pillar and the tonsil, and after the tonsil is cut the 
pillar will be found to be covered with uninjured 
mucous membrane which extends well over the pil- 
lar to a considerable depth within the fossa. 

Each instrument does its work well, with a min- 
imum of traumatism. Each leaves a smooth tonsil 
base, the amount of bleeding in each case is about 
the same, but despite the greater complication of 
the Beck instrument, it gives, in most cases, the 
better end-results by affording greater protection 
to the posterior pillar. 

Each of the foregoing methods, that is, the dis- 
section or Beck enucleation, can be used with equal 


| 
rt 
| 
a 
ad 
ch 
re 
a- 
he 
en 
ost 
es- 
er- 
er- 
11C- 
ima | 
‘on- | 
tab- | 
the 
ntly 
cult 
nuc- | 
than 
sion 
ma- 
s the 
t ac- 
neral | 
non- 


AMERICAN 
JournaL oF Surcery, 


130 


INGERSOLL—TONSILLECTOMY. 


May, 1928, 


success under general or local anesthesia. There is 
less manipulation of the parts when the non-dissect- 
ing technic is used and it can be done more quickly 
than dissection, with equally satisfactory results, 
and it is, therefore, to be preferred when local 
anesthesia is used. 

It is not the purpose, here, to discuss the rela- 
tive merits of local and general anesthesia. The 
choice is left, largely, to the patient and there is an 
increasing number of adults who choose the local 
method. 

This is carried out as follows: One-half hour be- 
fore the operation, the patient is given a hypo- 
dermatic injection of morphine, varying from % 
to % of a grain, with 1/150 of a grain of atropine. 
He is made comfortable in a wheel-chair with a 
high back well padded with pillows. : 

The pharynx, tongue and faucial regions are 
painted with a cotton swab moderately soaked in 
epinephrin solution and dipped in cocain flakes. 
Three applications with each of three such swabs 
are sufficient to effectually stop all desire to gag, 
even when the pharynx is forcible touched. No 
toxic effects have been observed in more than two 
hundred cases where this method has been em- 
ployed. 

A one-half of one per cent. solution of novo- 
cain, without epinephrin is used for the injection, 
about one and one-half ounce being injected in each 
region. A straight needle is used and all injec- 
tion is done between the pillars and the tonsil, never 
through the anterior pillar, which is retracted by 
the needle and the solution injected into the sulcus. 
This tends to prevent subsequent edema and the 
formation of ecchymoses. Two points in the pos- 
terior region, two in the anterior and one in the 
base are injected. Both sides are anesthesized be- 
fore the operation is begun and it is unnecessary to 
wait before removing the first tonsil longer than is 
required to inject the second, which is not more 
than one minute. 

With the throat prepared in this way, the Beck 
enucleation can be performed painlessly. There is 
sometimes a mild sense of discomfort in cases where 
the tonsil is not easily forced through the ring, but 
it is not painful, nor is the tightening down of the 
snare uncomfortable. 

There is usually but a very slight amount of 
bleeding and certainly the traumatism is less than 
any method of dissection, no matter how dexter- 
ously accomplished. In some individuals, one 
tonsil may be such that the Beck method can be 
used, while the other requires dissection. Invaria- 
bly the dissected side causes the greater amount of 


‘tion. 


discomfort afterward, although it may have been 
equally painless at the time of the operation. 

Within reasonable limits, the time required to 
operate should not be an argument for or against 
any method of enucleation. The day of operating 
against time and getting the patient off the table 
with the quickest dispatch is past. More and more 
of general surgical principles are coming to be ap- 
plied to tonsil work and it may be proper to call at- 
tention to two facts in particular. 

The mouth is far from being an aseptic field, but 
ordinary precautions should be observed not to have 
additional, extraneous, infection present. Attempts 
to make the mouth surgically clean are useless and 
unnecessary, but one most important point to insist 
upon is that all diseased teeth shall be put in a clean 
condition before the operation is undertaken. This 
precaution will obviate some distressing cases of 
post-operative infection. 

The greatest bugbear of the throat surgeon is 
hemorrhage and strangely enough it is one aspect 
of the work that has not received adequate atten- 
Much has been written and many ingenious 
applications devised for the arrest of secondary 
hemorrhage, but not enough care has been given to 
the prevention of this hemorrhage. Nature has 
been kind in stopping the bleeding in the majority 
of tonsillectomy patients, thus blithely left to their 
fate, and those who continued to bleed were re- 
garded as an annoyance to the surgeon, called two 
or three hours later to stop a “secondary” hemor- 
rhage. No abdominal surgical case is left with the 
slightest indication of bleeding and yet, very little 
importance is paid to a small persistently bleeding 
vessel in the tonsil fossa. In fact, the operated 
area is all too frequently not even inspected after 
the tonsil is out. This is not fair to the patient, 
aside from being very often a source of incon- 
venience to the operator. 

If the operator will make pressure in the fossa 
immediately after the tonsil is removed, the in- 
evitable primary bleeding will be largely checked 
and the patient be saved the loss of an amount 
varying from one to several ounces. The loss of 
this comparatively small amount is of little impor- 
tance to a healthy adult, but it may be very serious 
in the case of a poorly nourished or anemic child. 

A few minutes extra anesthesia is not detrimental 
and allows the operator plenty of time to carefully 
inspect the operated field and assure himself that 
all bleeding has stopped. Every bleeding point 
should be absolutely checked before the patient is 
removed from the table. If pressure fails to stop 
it after two or three minutes, tension should b¢ 
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tried. When this fails, one should not hesitate to 
ligate the point with fine, plain catgut. The placing 
of a fine tie around a point in the fossa is often dif- 
ficult, but if the gut is first superficially anchored in 
the tissue, using a long handled, curved needle, it 
can very readily be thrown around the tip of the 
hemostat, grasping the bleeding point, and effec- 
tually stopping the hemorrhage This does not 
cause troublesome scarring when the tie is not deep. 
Mass ligaturing should never be used. ; 
Observation of these few points and absolute in- 
sistence on a dry field before considering the opera- 
tion over, requires a few minutes longer at the 
time, but is of great benefit to the patient, both by 
conserving all blood possible and lessening the 
amount of blood swallowed, and thus decreasing 
the severity of the after nausea and hastening con- 
valescence. 
Although tonsillectomy may not be rightly classed 
as a major operation, it is far from being a simple 
matter and considerable time and experience are re- 
quired for the development of a satisfactory technic. 
It should never be attempted, except by.a specialist. 
Proper attention to ordinary surgical principles, 
particularly as regards asepsis and hemorrhage, re- 
quires but little extra effort on the part of the 
operator. The five-minute operation of a few years 
ago has gradually come to be nearer twenty and the 
resulting beneficial results more than justify the in- 
creased expenditure of time. The cases of “sec- 
ondary” hemorrhage, which are really, in most 
cases, persistent primary bleeding, not observed at 
operation, have been markedly lessened by this extra 
care, to the undoubted benefit of the patient and 
the satisfaction of the surgeon. ; 
347 Monroe AVENUE. 


TONSILLECTOMY. 


Some surgeons after separating the tonsil from 
the pillars apply the snare, tighten it, and proceed 
with their work upon the other tonsil, then both 
tonsils are clipped off at the same time. All is well 
that ends well. But should there happen to be an 
anomaly in the tonsillar blood supply, or should the 
patient happen to be a bleeder it would complicate 
matters quite seriously. Is it not much safer to 
remove one tonsil and then the other? For as soon 
as One tonsil is enucleated we can get a fair idea if 
We are faced with any danger. We would notice 
the amount of blood lost, we would also notice the 
coagulation time, and when everything is satisfac- 
tory with the first tonsil then to proceed with the 
enucleation of the second tonsil—Max LuBMAN in 
The Medical Times. 


ENDOSCOPY OF THE LARYNX, BRONCHI 
AND ESOPHAGUS. 
CHARLES JOHNSTONE IMPERATORI, M.D., 
New York. 


Introduction. Endoscopy is a very specialized 
procedure, of great value in the examination and 
treatment of diseases of the larynx, lower air pas- 
sages and esophagus. The opportunity it affords 
for precise and accurate examination and operation 
is unexcelled, when compared with the indirect 
methods, which are very limited in their fields. In 
the majority of cases operated by the older methods, 
exceptions granted, they cannot be as satisfactorily 
done as by endoscopic procedure. 

Direct methods require practice, but every one of 
these procedures and manipulations can be mas- 
tered. In practised hands endoscopy is not for- 
midable. More frequent examinations of the 
esophagus and upper air passages by endoscopic 
methods will assuredly aid all who wish to arrive at 
an early and exact diagnosis in pathological condi- 
tions of these areas. Sight is our most important 
sense and our most important aid in arriving at a 
diagnosis. 

In the majority of children an examination of the 
larynx and esophagus cannot be done by the use of 
the mirror and in order to properly study these 
parts we do so by the use of various spatulae and 
tubes used in endoscopy. 

General Considerations. 1. Prolonged examina- 
tion by these methods is poor technique, for there is 
always the danger of inducing edema of the parts, 
particularly should the operator have any difficulty 
in the procedure. 

Gagging invariably means that the operator is 
pressing the larynx forward and that the beak of 
the instrument is in the entrance of the esophagus. 
This may be corrected and overcome by withdraw- 
ing the instrument a short distance and lifting the 
handle, when the beak of the spatula will drop into 
the entrance of the larynx. 

2. The smaller the tube, the easier for the patient 
—but, of course, the field is correspondingly con- 
tracted and the general view and the relationship 
of the adjacent parts cannot be seen at the same 
time. However, for examination the smaller tubes 
are to be preferred, while for operative procedure 
the largest tube that can be used consistently, is to 
be employed. 

3. If the proximal lighting is used, that is the 
Bruning type of instrument, the light should be 
properly focussed before introduction, as illumina- 
tion is very much increased by correct adjustment. 
The distally illuminated instruments, that is the 
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Jackson type, should be brought to the proper de- 
gree of illumination before introduction. 

4. The use of rolled gauze or tampons, as sug- 
gested by Yankauer, for mopping and cleaning the 
field, is of decided advantage. The use of cotton 
rolled on applicators is not to be recommended, 
unless one uses cotton rolled on wooden sticks and 
cemented to the wood by the use ofcollodion. Also, 
the use of suction greatly facilitates removal of se- 
cretions, etc., and ‘gives us a clear field for inspec- 
tion and operation. 

5. Instruments, biting and cutting eee should 
be introduced within the tubes closed; they should 
also be warm. Introduced closed they take up less 
space and the eye can follow the end of the instru- 
ment more accurately. If possible, instruments 
should be introduced diagonally and not in the line 
of direct vision. 

6. In an examination of the esophagus, particu- 
larly the upper part, the esophageal speculum of 
Jackson is very useful in adults, while in children 
the type known as the Johnson modification of 
Jackson’s original laryngoscope is to be used. By 
the upper part of the esophagus is meant that por- 
tion above and in the neighborhood of the crico- 
pharyngeal constriction. For examination of the 
esophagus below the crico-pharyngeal constriction 
the ballooning instruments of Mosher are to be pre- 
ferred. 

7. It should be axiomatic with the endoscopist 
never to attempt to pass his instrument beyond an 
obstruction in a tube cavity, particularly should 
there be any suggestion of malignancy. 

Anesthesia. In a great number of cases and as the 
operators’ experience with these methods improve, 
local or no anesthesia will be employed; while, the 
majority of all esophageal cases can be examined 
without any anesthesia. In children, particularly 
the very young, no anesthesia is to be used either 
for laryngeal or bronchial examination. Of course 
there are certain types of cases, both in children 
and in adults, where it is absolutely necessary to use 
an anesthetic. In these cases a general anesthesia 
(ether to be preferred) is used. 

When employing local anesthesia, begin by anes- 
thetizing the tongue, dorsum and root; then make 
one application to the epipharynx and pillars of the 
pharynx; wait a few moments, then introduce the 
spatulae to be employed and cocainize by direct 
vision both pyriform fossa and laryngo-pharynx ; 
next make an application to the larynx itself, and 


within a few moments follow with two or three 


more applications until the parts are insensitive. 
Holding the applicator for a few seconds against 


the vocal cords will usually produce sufficient anes- 
thesia to make a thorough examination of the 
larynx. 

If a bronchoscopy is vniaacanaitilll a few drops of 
cocaine, two or three, may be installed within the 
trachea. If a general anesthesia is used, and the 
operation is on the larynx, just before the com- 
mencement of the operation, cocainize, by holding 
an applicator against the vocal cords for a few 
seconds; 10% cocaine is used in these procedures, 
rarely 20%. 

Rectal (ether-oil) anesthesia, as suggested by 
Gwathmey, may be employed, but in the writer’s 
experience the use of ether by the usual method has 
always been satisfactory. 

The use of epinephrin where indicated aids ma- 
terially. In certain types of cases, in which local 
anesthesia is employed, a hypodermatic injection of 
morphine and atropine before any instrumentation, 
materially helps in the smoothness with which the 
manipulation may be carried out. 

Laryngoscopy. With the patient in the recumbent 
position, the head extended and the occiput resting 
on the table, the warmed laryngoscope is introduced 


within the mouth and the dorsum of the tongue — 


pressed upward, until the beak of the instrument 
approaches the region of the epiglottis. The beak 
then is slightly lowered, by the tilting of the handle 
of the laryngoscope, and the epiglottis is caught, as 
it were, by the raising of the beak. The introitus 
of the larynx is now visible. Examination of the 
larynx is now proceeded with in the usual manner. 
The success of this manipulation depends on the 
steadiness and continued pressure on the parts. The 
lines of force should be so directed that they ex- 
pend themselves at the beak of the instrument. It 
is poor technique to use the upper teeth as a fulcrum 
in this manipulation, and the instruments should be 
controlled from the handle. With either the 
proximal or distal lighting instruments at least one 
inch beyond the beak of the instrument can be 
easily inspected. Should the patient have very 
prominent teeth, the head may be slightly turned to 
one side or the other and the instrument introduced 
over the molar teeth. The side of the epiglottis is 
picked up and then the instrument is slightly swung 
toward the median line. 

For operative work on the larynx, the Killian 
suspension laryngoscope, modified by Lynch, is to 
be preferred. The larger field of operation and the 
use of both hands, are the advantages that this ap- 
paratus has over any of the tube instruments. In 
the introduction of this instrument, it should be 
passed in exactly the same manner as the laryngo- 
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scope, that is, the beak of the instrument should 
always be under the guidance of the eye. 

Bronchoscopy. The Jackson type of broncho- 
scopes are used. The smaller tubes are to be pre- 
ferred because less traumatizing of the parts takes 
place. Using the Jackson slide spatula or the 
laryngeal spatula of Mosher, the larynx is inspected 
and the vocal cords identified. If the laryngeal 
spatula of Jackson is used, as soon as the beak of 
the bronchoscope enters the larynx it is turned to 
one side and the assistant removes the slide. If 
the Mosher instrument is used, of course, that is 
unnecessary, the laryngeal speculum simply being 
withdrawn. Keeping the eye on the beak of the 
bronchoscope it is further introduced into the 
trachea and the carina trachea identified. The 
bronchi are then inspected and whatever necessary 
procedure intended, intrabronchially, is carried out. 
Within the trachea, or bronchi, suction, using the 
narrow tube of Jackson, is very useful. Sponge 
pumping as suggested by Jackson in certain types of 
cases is also very useful. If there is considerable ir- 
ritation and coughing when in the region of the 
carina, an application of cocaine will materially as- 
sist in making the examination easier. Secretions 
and varying pathological conditions are noted. The 
significance of secretions in the tube cavity is to be 
noted, for normally none is present. 

Foreign bodies within the air passages and 


- esophagus are all individual and separate problems 


and are to be studied accordingly. 

Esophagoscopy. The Jackson esophageal specu- 
lum in adults and the laryngeal speculum of Jack- 
son-Johnson in children, are used in the upper 
esophagus. The position of the patient’s head is 
somewhat different than for a laryngoscopy or a 
bronchoscopy. The head should be steadied by an 
assistant who stands on either side of the patient, 
facing the operator. The head is over the edge of 
the table and is not extended. Introducing the 
speculum, the beak enters either pyriform sinus, 
passing down behind the larynx, and then the handle 
is swung to the median line. The crico-pharyngeal 
constriction is identified as a hump of tissue en- 
tering the lumen of the lower portion of the 
esophageal speculum. 

Suction is of more use in this locality than mop- 
Ping with sponges. Forward pressure on the beak 
of the instrument will usually dilate the crico- 
pharyngeal constriction, and the lumen of the 
esophagus for several inches comes into view. For 
€xamination of the lower esophagus the ballooning 
instruments of Mosher are employed. With this 
type of instrument the secretions are pressed away 


from the beak of the instrument, while the parts 
are inspected. In the introduction of the esophago- 
scope the high-low position of Jackson, which is 
classical, is employed. It is necessary to contin- 
ually bear in mind in the examination or instrumen- 
tation of the esophagus, the varying diameters at 
the different levels. This is of greatest importance, 
for serious and even fatal injuries have been known 
to take place when no regard has been paid to these 
anatomical conditions. 

Conclusions. In order to perfect one’s technique 
in endoscopy, continued practice is essential An | 
occasional endoscopist can do great damage to the 
parts and even cause death. 

The marked difference of the laryngeal picture 
between the direct and the indirect method is such 
that one unaccustomed to this newer method can 
hardly appreciate the true condition, either normal 
or otherwise, that is present. While the mechanical 
manipulations of the various instruments and ap- 
paratus require practice, the eye must be repeatedly 
viewing the internal structures of the larynx, 
trachea or esophagus in order to appreciate the find- 
ings, normal or pathological. Parenthentically, 
the contention of the older laryngologists that the 
indirect method has become a lost art is hardly 
true for this method will always be practiced. 

The common notion regarding endoscopy is to in- 
timately associate it with the removal of foreign 
bodies. While this is certainly a brilliant and spec- 
tacular procedure, still the use of endoscopy, other 
than operative, as a means of diagnosing and treat- 
ing diseases of the upper air passages and esophagus 
is assuredly an advance in medical progress. 


STRICTURE OF THE ESOPHAGUS. 


It is now universally accepted that instrumenta- 
tion of the esophagus should only be done by em- 
ploying waxed silk thread. The patient is directed 
to swallow about 12 inches and gradually small 
amounts until about two yards have been swallowed 
by bed-time. In the morning, two more yards are 
swallowed, and by the time instrumentation is un- . 
dertaken, the thread is well down in the intestinal 
tract. It is always advisable to wash out the 
esophageal pouch before introducing the thread or 
failure to pass through the stricture will result. The 
Plummer hydrostatic dilator is then introduced over 
the thread with the patient sitting in a straight back 
chair. After introduction to the desired point, a 
pressure of 10 to 12 pounds is carried for 3 to 5 
minutes, and the dilator withdrawn.—Cuartes G. 
Lucas in the Mississippi Valley Medical Journal. 
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SINUS THROMBOSIS ACCOMPANYING 
MIDDLE EAR INFECTIONS. 
SamvuEL J. Koretrzxy, M.D., F.A.CS., 


New York. 


The discussion of sinus thrombosis embraces a 
wide field. The subject involves many questions, of 
vital importance to the patient, and of absorbing 
interest to both clinician and surgeon. 

The correlation of the pathology with the clinical 
findings presents one of those interesting phases of 
medicine wherein it is again demonstrated that to 
specialize properly, and adequately to treat the local 
situation, there is required not only an intimate 
knowledge of the anatomy of the structures af- 
fected, but also a thorough acquaintance with the 
interference of function entailed by the lesion, and 
all this summarized by a clinical experience which 
permits a prompt recognition of bedside factors 
and a correct interpretation of each element in the 
clinical picture. Only when the correlation of all 
the elements is correctly comprehended does the 
surgeon move with that assurance of good results 
which has given the treatment of sinus thrombosis 
its deservedly well-grounded reputation as a life- 
saving measure. 

The development of a thrombus in any portion 
of the sigmoid sinus, after the advent of an acute 
infection in the mastoid process, brings with it a 
series of symptoms which are too well known to 
require extended comment here. ‘The clinical pic- 
ture of a sepsis, continuing after the evisceration of 
the purulency in the mastoid process—usually after 
a lapse of time in which the temperature has been 
non-septic in type—and then giving the character- 
istic up and down curve, accompanied by chills and 
vomiting, is easily recognized, and is usually ac- 
corded the grave significance that it warrants. 
When such a clinical manifestation gives, in addi- 
tion, a positive blood culture, no doubt is usually 
entertained as to diagnosis. Often too, in the ab- 
sence of: chills or vomiting, the septic nature of the 
lesion and a positive blood culture are sufficient to 
establish the diagnosis. Such cases are designated 
in current text-books as typical cases, and obser- 
vers report cases which show variations from such 
classical clinical pictures as atypical cases. 

Furthermore, the pathology of sinus thrombosis 
is well comprehended. The variety of lesions pre- 
sented, the initial involvement of the perisinal area, 
the eventual inflammation of the vein-wall, the me- 
chanics of the development of the mural thrombus, 
——all these pathologic factors have been stressed 
and are understood. The evolution of the thrombus, 


its degeneration, and the dangers it entails by start- 
ing septic foci in distant body parts through lodg- 
ment of particles separated from it, are also ac- 
corded general recognition. It might be added that 
the development of thrombi within the sinus, leav- 
ing the vein-wall normal in macroscopic appearance, 
has so often been noted in current reports of cases 
as to have come to be considered as placing such 
findings in the classical and typical groups. 

- Finally, the local anatomical construction, the an- 
astomosing venous channels, the dehiscences in the 
bony frame which permit the direct infection of the 
venous blood channels by purulent material in the 
tympanic cavity, have been reported and are also 
accepted facts. In short, upon the pathology and 
the symptomatology of the various classes of sinus 


thrombosis there exists a literature rich in study 


and competent observation which it is not the 
writer’s intention to either repeat or paraphrase. 

That which is not stressed in the text-books nor 
emphasized in reports is the correlation of the 
symptomatology and the lesion which presents it- 
self with the given clinical picture. 

When this is done, and the findings thus ob- 
tained are studied with reference to the lesion which 
presents itself in the mastoid as part of the patho- 
logic process, then there are won data which mod- 
ify our views on the whole question of sinus throm- 
bosis, give a more detailed evolution of the path- 
ologic process, and, from the clinician’s standpoint, 
a better understanding of the disease and its treat- 
ment. It is to emphasize this aspect of the topic 
that this paper is presented. 

This study is based upon observations made in 
thirty-seven cases of sinus thrombosis* upon which 
the Writer operated. Of these, one followed a 
fracture of the skull through the mastoidal area. In 
six cases there had been a chronic mastoiditis for a 
considerable period of time antedating the appear- 
ance of the patient under the writer’s observation, 
with an eventual acute infection superimposing it- 
self upon this old lesion. In three of the older his- 
tories, no record is made of the type of mastoidal 
lesion which stands in etiologic relation to the 
thrombosis in the given cases, and therefore, for 
the purpose of the argument which follows, these 
three cases are deducted. 

Finally, two cases are included in this study, both 
of which presented anatomical abnormalities of the 
mastoid process. There was no cell structure in 
the mastoid process. The sigmoid sinus and cere- 


_* On March 24, 1920, before the Eye, Ear, Nose & Throat Sec- 
tion of the Medical Society of the State of New York, an analysis 
of 35 cases was presented. Since then, two cases have been 
under observation and have been operated upon. 
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bellum were found immediately under the cortex, 
and the sinus was diseased by direct contiguity just 
as it is in primary bulb thrombosis, from direct 
contiguity with the tympanic cavity. These two 
cases have been reported in detail elsewhere,* but 
because of the possibility of meeting such cases, a 
brief note may not be amiss. The middle ear of 
these cases is first involved, and from the mastoid 
antrum, which is the only cell present, the disease 
reaches the bloodvessels. Clinically, this type of 
case rarely reaches otological supervision. The ab- 
sence of pain and the moderate amount of discharge 
from the middle ear act to prevent supervision by 
the specialist, and the sudden onset of septic symp- 
toms which soon are accompanied by local mani- 
festations from some infarction gives rise to errors 
of diagnosis. The cases are thought to be under- 
stood when joint lesions or multiple tissue abscesses 
develop, or finally, when a septic endocarditis su- 
pervenes. As a matter of fact, these are secondary 
and mark the establishment of metastatic lesions: 
from the undiscovered sinus thrombosis. 


Deducting the above cases, there remain twenty- 
five cases of acute mastoiditis in which the clinical 
picture, and the pathologic lesion, in the mastoid 
process as well-as in the venous bloodvessel, were 
closely studied. Of these cases, the mastoid lesion 
was of the coalescent type of mastoiditis in four- 
teen cases, and of the hemorrhagic type of mas- 
toiditis in eleven cases. 


The pathological lesion in the mastoid process 
and the lesion in the sigmoid sinus stand in rela- 
tion to each other. In the older literature, and 
even to-day, the opinion prevails among many otolo- 
gists that the lesion in the bloodvessel constitutes a 
pathologic entity which is subsequent in time of 
development to the mastoidal lesion, and is a con- 
sequence of it. Conversely stated, the mastoiditis 
stands in etiologic relationship to the sinus 
thrombosis, and an early surgical interference 
on the mastoid process will prevent the de- 
velopment of the bloodvessel lesion. Let us 
examine this proposition more closely. To 
present an interesting analogy: Acute middle 
ear disease has been conceived as a _ separate 
and distinct pathologic entity, antecedent in time of 
development and in etiologic relationship to acute 
mastoiditis. From autopsy reports and radiographic 
studies we have come to modify this standpoint, 
and we now know that the entire middle ear and 
mastoid cavity are involved at one and the same 
time. The involvement in the mastoidal cells does 


* Brief Consideration of Some Factors Concerned in Cases of 
Atypical Sinus Thrombosis, The Laryngoscope, March, 1915. 


not always (fortunately) go on to a destruction of 
the bony framework, and resolution sets in promptly 
upon the advent of adequate tympanic drainage and 
prevention of a stagnation or back-pressure of the 
purulent contents in the interior of the mastoid 
cells. The conception of the mastoidal infection 
as produced by contiguity rather than by the hema- 
togenous route is being less strongly held. Thus, 
also, the infection of the larger venous channels by 
contiguity is less strongly held by those who closely 
study the development of the pathogenosis of the 
bloodvessel lesion. 

The cases divide themselves distinctly into two 
groups; one, wherein contiguity and a sequence of 
events play a role, and another group, which is so 
distinctly the local manifestation of a general infec- 
tion as to present a remarkable contrast to the first: 
group. 

Sinus thrombosis eventually developing after the 
onset and existence of mastoiditis.for a period of 
time—the conception of a sequence of events—finds 
its most logical presentation where a coalescent type 
of mastoiditis is found at operation. Here it is 
conceivable that the progressive advance of the dis- 
ease toward the sinus can be entertained, as one 
studies the destruction of the bony intercellular 
walls of the mastoid process. In cases of this type, 
it can also be said that the thombosis of the sinus 
and the clinical picture which it entails are pre- 
ventable by early surgical interference upon the 
mastoid process. Delayed mastoid surgery, or the 
rapid advance of the disease, produce similar patho- 
logical findings. The sinus, when approached, is 
generally found attacked through its wall. The bony 
plate succumbs first, then the wall becomes in- 
volved, and lastly, the thrombus is formed in the 
vessel’s interior. From this point onward, the clini- 
cal, surgical’and pathologic problems are similar to 
the type of case about to be discussed. 

The conception of a sequence of events and a 
later involvement of the sinus finds less ground 
for credence in the hemorrhagic type of mastoid 
lesion. Clinically this type of mastoiditis pre- 
sents a septic picture from the onset of the dis- 
ease. Of the eleven cases of this type, four give 
& very septic temperature curve even prior to the 
incision of the membrana tympani. Many of 
them had metastatic lesions in addition to the 
sinus thrombus, and in five of the cases, these 
metastases were developed so promptly as al- 
most to coincide with the original operation on 
the mastoid, so that the same impression was 
given as if the infection had reached the more 
distant parts and developed simultaneously with 
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the thrombosis. This observation, taken into 
consideration with the conception that the 
thrombus is at first firm, and only later develops 
a tendency to break down and throw off par- 
ticles, gives added weight to the idea of a general 
infection having taken place in these cases, with 


sinus thrombosis as one of the most pronounced . 


local manifestations of its presence. 

As we study the operative findings under the 
microscope, the general hemorrhagic infection 
becomes more evident, and one notes the numer- 
ous thrombotic vessels, which eventually lead 
into the sinus. 

The local macroscopic appearance of the sinus 
wall and its covering plate gives interesting 
data. In the large majority of instances, the in- 
ternal plate of bone covering the sinus is not 
destroyed, and when this is removed, the sinus 
wall is most often found to present a normal ap- 
pearance. Where the vein wall is exposed for 
examination and found normal, the writer has 
noted that later it will sometimes present 
changes ;—it becomes thickened, and on one oc- 
casion presented an ulcerated or an indented ap- 
pearance. 

From this, the conclusion is evident that, when 
searching for data to make a diagnosis of sinus 
_thrombosis, no reliance is to be placed upon the 
macroscopic appearance of the wall of the ves- 
sel, especially in cases where the mastoiditis as 
found at operation was of the hemorrhagic type. 

Studying the entire series of cases, regarding 
the appearance of the vessel wall, the following 
obtains: 


Sinus wall normal in appearance........ 21 
Sinus wall abnormal in appearance..... Or 


Again, considering the two types-of mastoid- 
itis, the demonstration of the thrombus at opera- 
tion presents data which add to the conception 
that we are dealing with two different patho- 
logic entities. A clot was usually demonstrated 
in the coalescent type of mastoid. Clinically, 
there was usually an interval of time between 
the operation on the mastoid and the onset of 
the symptom-complex which ushered in the les- 
ion in the sinus, and whether or not the diag- 
nosis was substantiated by the establishment of 
a positive blood culture, the presence of the 
thrombus was generally demonstrable at opera- 
tion. 

On the other hand, the more rapid clinical de- 
velopment of the septic picture made surgical 
interference on the bloodvessel necessary earlier 


in the hemorrhagic type of mastoiditis; and with 
the positive blood culture as guide and basis for 
the diagnosis of septic sinus thrombosis, in six 
cases no thrombus was found. The most recent 
case of this type may serve as illustration: 


A boy five years of age, following an attack of 
pneumonia, suddenly begins to present a very septic 
temperature curve, and complain of pain in his right 
ear. General physical examination is negative. The 
ear presents a bulging drum-head and mastoid ten- 
derness, and there is edema of the eyelids on the 


_ same side (right) on the second day of his trouble. 


All reflexes present and normal, except of the pu- 
pils, which are contracted and do not react to light. 
There is some rigidity of the neck. Blood culture 
positive. 

Operation, at Beth Israel Hospital, consists of 
ligation of internal jugular and opening of sigmoid 
sinus, including these procedures with the primary 
simple mastoid operation, at which a mastoiditis 
of the hemorrhagic type was uncovered. 

Second blood culture, taken twenty-four hours 
after operation, is negative, and patient makes un- 
eventful recovery.* 

Here, then, like the other cases, was a septic 
infection which gave a hemorrhagic mastoiditis 
and a sinus thrombosis not demonstrable at ope- 
ration, and in which all the septic symptoms 
promptly resolved upon ligation of the internal 
jugular vein and the opening and plugging off of 
the lateral sinus, and the blood promptly became 
negative to culture. 


Tabulating all the cases in this study: 


Failure to discover the clot in the vein is in 
no way held to discredit the diagnosis of septic 
sinus thrombosis. This is especially so where 
septic symptoms are presented and a positive 
blood culture is obtained, and where the symp- 
toms disappear after opening the sinus and 
either resecting or ligating the internal jugular 
vein. Often, especially in the hemorrhagic type 
of mastoiditis, the clot is mural, and only partly 
fills the lumen of the vessel, and comes away in 
the gush of blood which follows opening the 
vein. It must be recognized that the size of the 
clot stands in no relationship with the violence 
of the clinical picture. The rapid disappearance 
of all signs of sepsis after the successful com- 
pletion of the surgery is the outstanding obser- 


* This history is given only in its briefest outline. The case 
will be publisnaed in detail with others of a series in another 
paper. 

Bs Of these two cases, one was an infant, and the symptoms 
disappeared after mastoidectomy. The other was a case where 
the thrombosis was discovered at autopsy,—an anomaly of the 
mastoid presenting itself. Case reported in detail in The Laryn- 
goscope, March, 1915. 


Vor 

va 
clc 
th 
trc 
tor 
cas 
gay 
| an 
dia; 
me 
ple 
the 
pre 
cla: 
blo 
the 
con 
that 
find 
that 
due 
hav 
tain 
: pore 
do t 
cula 
enot 
Into 
of n 
pres 
size 
to 
cal | 
diag 
In 
BI 
Bl 
BI 
Bl 
be st 


a < 


Vou. XXXIV. No. 5. 


KopetzKy—SINus THROMBOSIS. 


AMERICAN 
_JournaL oF SuRGERY. 137 


vation in such cases. In this series, four of the 


clots were in the jugular bulb, and in one of 
them, the sigmoid sinus end of the inferior pe- 
trosal was found clotted also. 

One case in which a well developed clot was 
disclosed at operation presented interesting fac- 
tors. This was the only aseptic thrombosis upon 
which the writer operated. The blood in this 
case was not examined because the patient never 
gave any septic symptoms. The clot was found as 
an incident to an exploratory operation because of 
symptoms which caused competent neurologists to 
diagnose a cerebral abscess. Upon surgical treat- 
ment to eviscerate the clot, the symptom-com- 
plex cleared, and the patient has been well since 
then.* 


Excepting this case, the twenty-nine which | 


presented demonstrable clots all exhibited the 
classical septic symptom-complex. 

The most stimulating research into these 
blood findings in relation to ear infections is 
that of Libman, and since his work the study of 
the blood culture findings in these cases has be- 
come common. practice. It must be remarked 
that every sinus thrombosis at some time in its 
evolution presents a bacteremia, and a negative 
finding is understandable when it is remembered 
that there are many factors which may inhibit 
the growth of the bacteria in the culture media, 
due to causes located in the media. Also, one 
must bear in mind the fact that the test may 
have been made at a time in which the blood ob- 
tained from the patient has cleansed itself tem- 
porarily. Bacteria usually do not live long nor 
do they propagate to any great extent in the cir- 
culating blood of a patient who still possesses 
enough vitality to combat the general invasion. 
Into the finer questions involved in the finding 
of negative blood cultures, it is not the writer’s 
present purpose to enter. Suffice it to empha- 
size that one should not allow a negative culture 
to prevent surgical intervention where the clini- 
cal picture indicates that surgery is necessary. 
A positive blood culture is always of distinct 
diagnostic value. 

In the series of cases here discussed : 


Blood culture positive ................. 17 
Blood culture negative ................ 9 
Blood culture not taken ............... 7 
Blood culture not recorded ............ 4 


The value of repeating the blood culture must 
be stressed. Once, the predominating organism 


* 


ig pridlished in full in The Laryngoscope, December, 1919. 


was found to change. In the first culture, the 
streptococcus viridans was obtained. In the sec- 
ond and subsequent cultures, only the strepto- 
coccus hemolyticus appeared. 

After operation on the internal jugular and 
evisceration of the clot, a second and a third cul- 
ture are necessary occasionally before the blood 
is found to be negative. In the majority of in- 
stances, however, a second culture taken from 
twenty-four to thirty-six hours after the opera- 
tion gives a negative finding where the case has 
been surgically treated in time. Libman* has 
claimed the blood clear in six hours after re- 
moval of the infecting foci. Clearing of the sep- 
tic clinical picture usually follows the negative 
blood finding by a few days, and the tempera- 
ture curve drops. 

When a patient presents a double mastoiditis 
and subsequently develops a septic temperature 
curve and a positive blood culture, much will 
depend upon the acuteness of observation of the 
operating surgeon and his general knowledge of 
this subject to determine upon which side to in- 
terfere surgically. Manifestly, both internal 
jugulars cannot be ligated, and both sigmoid 
sinuses eliminated from the circulation. Hence, 
the estimation of the lesion and the exact re- 
ording of the operative findings at the mastoid- 
ectomies become very important. An inspection 
of the vessel walls may help, but is of doubtful 
value. The examination of the fundi of both 
eyes to determine the presence of engorged 
bloodvessels on one side as against normally ap- 
pearing vessels on the other side is of great 
value. Efforts may be made to hear the bruit 
of the blood passing through the jugular on the 
affected side, by means of a stethoscope placed 
on each jugular, and to compare the sounds 
heard on both sides to determine the one in 
which the easier flow exists, as advocated by 
Voss and Korner. The writer has had occasion 
twice to meet this problem in the series of cases 
herein mentioned, and chief reliance was placed 
each time upon the surgical findings at the orig- 
inal mastoidectomy, and the side with the lesion 
was thus correctly located. In one case, seen in 
consultation, the surgical findings were enhanced 
by the ophthalmological, and thus the affected 
side located. Probably no greater problem is 
ever presented to otological surgeons for solu- 
tion than to decide which side to select for ex- 
ploration of the sinus when both sides are the 
seat of mastoidal infections. . 


* Personal communication. 
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In concluding this analysis of cases, those pre- 
senting only thrombosis and those which, in addi- 
tion to the thrombus, gave additional lesions of a 
secondary nature, are to be considered. Here one 
is minded to recall that bacteria possess a selective 
action, and the metastatic lesions are in most cases 
located either in the skeletal structure,—muscles 
and joints, or they find lodgment in the viscera 
—heart, lungs or meninges. 

It is to be remarked that the writer rarely ob- 
served visceral complications, or secondary in- 
fections in the heart, lungs or the meninges, and 
also at the same or subsequent time during the 
same illness of the patient, abscess formation 
in the muscles or joints. The converse was also 
true. Those patients who developed secondary 


abscesses in the muscles or joints almost never © 


presented any infection of their organs also. In 
this statement, there is not included one neg- 
lected case, seen in the agonal stage, where a 
hip-joint infection and a pleural empyema were 
presented at the time she entered the hospital for 
relief of a mastoidal and sigmoid sinus infection. 

Of the cases here discussed, twenty-two pre- 
sented secondary lesions. 

Results of Operation: Of the thirty-seven cases 
comprising this study, there were fifteen deaths. 
One died of sepsis with no clot demonstrable. 
One died of an undiscovered thrombus (case 
cited above). Of the remainder, only one pre- 
- sented no secondary lesion, having only sigmoid 
sinus thrombosis. Thirteen presented second- 
ary lesions from which they succumbed. 

Recoveries: There were twenty-two recover- 
ies. Of these, there were fourteen who recov- 
ered from thrombosis accompanying the mas- 
toiditis, and presenting no secondarv lesions, 
and eight who, in addition to their mastoid and 
bloodvessel lesion, also presented secondary me- 
tastatic foci. 

Conclusions: From the above, the conclusion 


is drawn that sinus thrombosis presents itself — 


in two distinct pathologic entities: 

(a) As a complication of a coalescent type of 
mastoiditis, secondary to the mastoidal infec- 
tion and subsequent to it. As such, it is a pre- 
ventable condition in most instances. After 


the clinical picture is developed and diagnostic 
data are presented, a clot is usually demon- 
strable at operation. 

(b) As a part of the local pathologic evolu- 
‘tion of the lesion in the region of the ear, in 
which the hemorrhagic type of mastoiditis is 
but part of this pathologic process, and the 


sinus involvement another part of the same 
process. The disease here more particularly 
affects the bloodvessels of the mastoid cells, 
the clinical picture is one of extreme sepsis 
from its onset, and often one fails to demon- 
strate a clot at operation. Secondary lesions 
are common. In this type, considered as the 
local manifestation of a systemic infection, 
sinus thrombosis is not always preventable by 
surgery limited to the mastoid process. 


Finally, it should be more commonly recog- 
nized by the profession that type b exists, and 
that mastoidectomy is not necessarily the factor 
which eliminates the lesion or stops the process, 
which may develop even when the case is in com- 
petent hands and has been operated upon as 
early as the diagnosis permits. 

51 West 73RD STREET. 


THE INVASION OF THE INTERNAL EAR 
BY TYMPANIC SUPPURATION. 
I. Frresner, M.D., F.A.C.S., 


New York.. 


Perhaps the clearest and most comprehensive 
view of the pathological changes in the internal ear 
secondary to tympanic suppuration can be had if we 
follow, step by step, the progress of middle ear in- 
fections into the labyrinth. First, however, a few 
general considerations: 

An infectious labyrinthitis can occur with either 
an acute or a chronic middle-ear suppuration, but 
chronic purulent otitis is, of course, by far 
the more common cause. Among the acute 
middle-ear infections, that associated with scar- 
latina ranks easily as the prime cause of 
labyrinthine invasion. Because of the virulence of 
the attacking organism, there is a rapid sloughing 
of the tissues of the middle ear, and often a caries 
of the outer labyrinthine wall. There may be a 
perforation of the secondary tympanic membrane or 
the annular ligament, the mucous membrane cover- 
ing these structures having been quickly destroyed. 
Thus, the labyrinth becomes involved and, depend- 
ing upon the extent of this invasion, is partially or 
wholly destroyed. Even in fulminating processes, 
however, such as complicate scarlatina, the pathway 
of the labyrinthine invasion strongly influences net 
only the extent of destruction within the labyrinth 
itself, but also the type of endocranial complication, 
should such occur. 

When the labyrinth is invaded through its solid 
bony walls, it seems that the endolabyrinthine struc 
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tures are better able to marshall their forces against | 


the attack than when the infection penetrates the 
windows. Invasion of the labyrinth through its 
windows leads much more frequently to immedi- 
ately fatal complications than does invasion 
through the bony capsule. Thus it is that a dispute 


‘has arisen regarding the most frequent pathway of 


labyrinthine invasion. There is no question that 
clinical observation shows an overwhelming pre- 
dominance of fistulas in the semi-circular canal, 
while, on the other hand, pathological examination 
shows fistulas in the windows the most common 
pathway. 

Histological examination has, further, revealed 
the fact that in a considerable proportion of cases 
of acute purulent otitis media complicated by lepto- 
meningitis the labyrinth is the passage from the in- 
fected middle-ear to the meninges. Indeed, this 
is sometimes true even where there have been no 
typical labyrinthine symptoms. A most remark- 
able fact! 

An inflammation of the bony labyrinthine cap- 


sule, a paralabyrinthitis, secondary to tympanic dis- 


ease, is at first of necessity a circumscribed process. 
There may, however, be several isolated points of 
attack, so that, as the process progresses, there may 
be one or several primary fistulas eroded through 
the bony covering of the membranous labyrinth. 
The latter is not involved. As a rule, there is but 
a single primary fistula and its favorite site is at the 
point of maximum exposure of the external semi- 
4rcular canal. 

A paralabyrinthitis with fistula usually follows 
chronic middle-ear suppuration, either with choles- 
teatoma or tuberculosis. It must not be forgotten, 
however, that a fistula may occur with an acute, or 
at least a subacute mastoiditis. When the middle- 
ear disease attacks the labyrinthine capsule, the in- 
terior of the labyrinth near that portion of cap- 
sule attacked reacts against the infection. The 
endosteum and the trabecule which hold the mem- 
branous static labyrinth in position become thick- 
ened. It is this marshalling of forces to resist in- 
vasion that, in all probability, causes the laby- 
rinthine symptoms before the paralabyrinthitis has 
resulted in the formation of a definite fistula. 


It has long been a matter of clinical interest that 
the so-called fistula reaction varies considerably in 
the type and direction of the resultant nystagmus. 
We have known, too, that the reactions against the 
tule have been most common in tuberculous cases. 
Only recently, however, has a plausible histological 
reason for this fact been advanced. A case with 
tuberculous ear and labyrinthine fistula in which 


the fistula reaction was against the rule came to 
autopsy. The histological examination of the laby- 
rinth showed a fistula in the external semi-circular 
canal which was both tortuous and oblique, a rather 
common characteristic of tuberculous bone fistulz 
elsewhere. The direction of the fistula, i. e. whether 
toward the ampulla or away from it, must, then, 
influence the direction of endolymph movement fol- 
lowing air compression in the external auditory 
canal. Occlusion of the membranous canal beyond 
the fistula probably also plays a part. 

When the middle-ear infection has penetrated the 
bony capsule of the labyrinth it begins to involve the 
membranous structures. Provided these success- 
fully .resist the invasion, the infection may, for a 
time, be circumscribed to a part of. the labyrinth 
interior. Sooner or later, however, the membran- 
ous labyrinth becomes generally involved. A dif- 
fuse labyrinthitis may be secondary to a circum- 
scribed endolabyrinthine process or it may result 
directly from penetration through the labyrinth 
windows. Such a condition has been described 
complicating scarlatina. It occurs, too, with the 
chronic otitides. The word penetrate is preferable 
to perforate, since it has been shown that bacteria 
may enter through an unruptured anular ligament 
or an intact secondary tympanic membrane. 


Diffuse labyrinthitis may be serous or purulent. 
There is undoubtedly a definite histological picture 
identified as serous labyrinthitis but the immediate 
cause of this condition is, as yet, far from definitely 
known. Considered, on the one hand, as labyrinth- 
itis toxica, it seems far more rational to accept the 
view that serous and suppurative labyrinthitis differ 
not in kind but merely in degree. This seems all | 
the more plausible when we bring to mind the fact 
that bacteria may enter the labyrinth through an in- 
tact annular ligament or secondary tympanic mem- 
brane. True, in serous labyrinthitis, bacteria are 
not found within the labyrinth. Doubtless, the en- 
dolabyrinthine fluids, like other fluid tissues of the 
body, have bactericidal properties, and can, by this 
means, cope with a limited number of bacteria, but 
when large numbers enter, the labyrinth becomes 
filled with pus and the membranous structures are 
utterly destroyed. 


Owing to the peculiar arrangement of the brain 
membranes in the internal auditory canal, every dif- 
fuse labyrinthitis is a circumscribed meningitis. 
The dura lines the bony walls of the auditory canal. 
The arachnoid follows the nerves into the canal. It 
is loosely attached to the nerves and, as the latter 
extend into the canal, the arachnoid separates from 
them, to be attached to the rim of the fundus. There 
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is thus, surrounding the nerves, a funnel-shaped 


subarachnoid space communicating through the 
lymph sheaths around the vessels and nerves with 
the interior of the labyrinth. It is in this position 
that Politzer and Lange first described a circum- 
scribed subarachnoid abscess at the fundus of the 
internal auditory canal secondary to a suppurative 
labyrinthitis. 

After the labyrinth has become filled with pus, 
granulations form from the endosteum and inner 
surface of the bony capsule. These granulations 
gradually extend into the internal auditory canal 
and here compress, occlude and destroy the sole 
nutrient vessel of the bony labyrinth. It is true 
there are small anastomotic vessels between. the 
circulation in the labyrinthine capsule and that of 
the middle-ear, but these must play an insignificant 
part in the nutrition of the bone, for although they 
have been shown chiefly in the promontory, yet 
when necrosis attacks the labyrinth, the cochlea is 
the part most frequently extruded. When the nu- 
trition of the bony labyrinth is thus destroyed, it 
dies in mass and a sequesterum forms, which is 
surrounded by granulation tissue. Often these 
granulations grow on the dura not only of the 
posterior fossa but also of the middle fossa. 

This stage, so far as the labyrinth is concerned, 
is “the last scene of all,” for if measures are not 
now instituted for the relief of the suppuration, the 
process extends to the endocranium and there re- 
sult, alone or in combination, cerebellar abscess, 


sinus thrombosis, meningitis and cerebral abscess. 
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CHRONIC EAR SUPPURATION OF THE 
INTERMITTENT TYPE. 
Cuar_es R. C. Borpen, M.D., 


Boston, Mass. 


Broadly speaking, chronic purulent otitis media 
may be divided into two classes or divisions. In 
the first class may be placed the type of running ear 
in which the discharge is continuous. In the sec- 
ond class may be placed that species of running ear 
in which there are periods of purulent discharge 
followed by periods in which the discharge ceases. 

In class one (continuous discharge) the process 
of inflammation has usually injured the vital struc- 
tures to such an extent that nature alone is unable 
to repair the damage. This type is usually com- 
plicated by the presence of bone necrosis or by 
cholesteatoma, two factors which are fatal to re- 
covery by the processes at nature’s disposal. In 
general, continuous chronic purulent otitis media 
may be considered to comprise all forms of chronic 


purulent diseases which have been present for a 
long period of time, and which fail to respond to 
scientific local treatment and to minor surgical 
methods. Furthermore, it may be truthfully stated 
that such cases will not be cured permanently ex- 
cept by radical surgical treatment, such as ossiculec- 
tomy or radical mastoid exenteration. Occasion- 
ally, a few cases will respond to some newly tried 
local treatment. When this occurs, it does not sig- 
nify that cases of the first division can be cured by 
simple measures, but that certain apparently hope- 
less cases which are believed to be of division one, 
really belong to the second division. 


Intermittent purulent otitis media is that variety 
of chronic disease of the middle ear which re- 
sponds to simple medicated solutions, or to appli- 
cations of nitrate of silver, trichloracetic acid, al- 
cohol or other caustic substances. It is also the 
type of otitis which becomes active during or after 
nasal infections, tonsillitis, etc., gradually becoming 
dry after infection in the nose or throat has ceased. 


Most text-books dealing with chronic otitis media 
mention the nose or throat as possible factors in 
disease of the ear, but nearly all of them dismiss, in 
a few words, the connection between the two. Such 
an important connection cannot be disposed of so 
lightly. This connection is so vital that, in many in- 
stances, success within the middle ear can be ob- 
tained only by proper diagnosis and treatment of 
pathological conditions within the nose or the 
throat. In children subject to earaches or acute 
infections of the middle ear, the cause is usually 


found to be swollen or infected adenoids. This is _ 


the simplest and most easily demonstrated example 
of the influence of the nose or naso-pharynx on the 
middle ear. In adult life the nasal septum is prob- 
ably the structure which most influences the middle 
ear. Nature intended this partition to be relatively 
straight. If the septum is bent or crooked, one or 
both ears are very apt to suffer. Uneven air pas- 
sages in the nose produce altered air currents, which 
upset the entire mechanism of the breathing ap- 
paratus. Such a disturbance produces inflamma- 
tory reactions in the eustachian tube, and eventu- 
ally injures the cavity of the middle ear. 


Acute and chronic diseases of the nasal acces- 
sory sinuses are frequent causes of ear complica- 
tions. These diseases are widespread. They 
vary from simple acute inflammations to marked 
necrosis of the tissues. Affections of the sinuses of 
the nose almost invariably involve, to some extent, 
the eustachian tubes. Acute disease of the antrum, 
of the frontal sinus, or of the anterior ethmoid 
cells is not difficult to diagnose or to treat. Chronic 
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diseases of the nasal sinuses are much more dif- 
ficult. They are so frequently present that the 
aurist should be able to determine their presence, 
and should possess adequate apparatus to make a 
scientific diagnosis. The influence of diseased 
teeth on the antrum of Highmore is a matter which 
the aurist and rhinologist should not overlook. A 


-molar tooth may ulcerate into the antrum, and fill 


this cavity with pus. An apical abscess on a molar 
or a bicuspid tooth may be separated from the an- 
tral cavity by the normal layer of bone between the 
two and yet produce an active hyperemia of the 
mucous membrane of the antrum, which in turn, ex- 
tends more or less to the entire lining of the nasal 
chambers. From this relatively obscure source 
arise many cases of so-called vasomotor rhinitis. 
For the diagnosis of diseases of the sinus and of 


diseases about the roots of the teeth, x-ray plates. 


must of necessity play an important role. 


The faucial tonsils, when diseased, exert a pow- 
erful influence on the middle ear. In every case 
wherein aural disease is present, the tonsils must 
be given careful consideration. No definite infor- 
mation regarding the condition of the tonsils can 
be obtained by inspection alone. The tonsils are 
so covered by the pillars of the palate and the plica 
triangularis that little can be seen of them in many 
instances. To properly examine these important 
organs, it is usually necessary to push the anterior 
pillar backwards with a suitable instrument. An- 
other method to bring the tonsil into view is to 
insert a hook of some kind into a tonsillar crypt 
and draw the tonsil out into the fauces. Firm pres- 
sure exerted upon the anterior pillar will often cause 
cheesy débris to ooze from the crypts of the sus- 
pected tonsils. One, or all three of these methods 
should be used in the tonsillar examination in every 
case wherein middle ear disease is present. 


Apparent size of the tonsil is very misleading. 
Tonsils that protrude into the throat are not 
necessarily any larger than those whose inner edges 
are flush with the palatal arches. This point is 
not generally understood by the medical profession 
in general and mistakes in diagnosis regarding ton- 
sillar disease are not uncommon. Because the ton- 
sils do not protrude into the throat and present an 
angry, reddened appearance, many physicians as- 
sume ‘that they are normal. As a matter of fact, 
chronically diseased tonsils are ‘often completely 
hidden from view unless the pillars are retracted 
by mechanical manipulation. 


The age of the patient is not a factor in tonsillar 
disease ; it occurs during all periods of life. 


The so-called submerged or “buried tonsil” is 


not well understood by some physicians who regard 
it as a sort of “lost organ.” This variety of tonsil 
differs from the usual type only in the sense that 
the plica triangularis is thicker and more nearly 
covers the free surface of the organ. Such a ton- 
sil is also more firmly attached to the surrounding 
structures and lacks the mobility present in the 
more common type. The diagnosis of disease of 
a “buried tonsil” is much more difficult, as the 
plica and anterior pillar are frequently so ad- 
herent to the body of the tonsil that they cannot 
be mechanically retracted. It is sometimes nec- 
essary to incise the plica triangularis in such a 
case before the condition of the tonsillar crypts 
can be determined. In operating upon buried ton- 
sils, the first procedure is to make a ring-shaped in- 
cision through the plica, care being exercised not to 
cut through the thick tonsillar capsule. The in- 
cision should be made with a fine pointed, sharp 
knife. The tonsil can usually be retracted into the 
fauces when the incision is complete. The opera- 
tion then proceeds in the usual manner. Occa- 
sionally, but not often, some difficulty will arise 
in freeing the pillars from the tonsil; in which case 
care must be taken lest the delicate pillars be torn. 


Having thus far considered only the relationship 
between chronically discharging otitides and the 
factors responsible for their existence, we may now 
consider briefly the necessary surgical treatment. 
The operation for the removal of adenoids is 
usually considered to be a simple performance, 
which almost any physician can do. This is far 
from true. If thoroughly performed, the opera- 
tion requires a considerable amount of experience. 
No instrument yet constructed is alone sufficient. 
The soft growth in the fossa of Rosenmiiller must 
be gently but thoroughly removed if relief from 
aural symptoms is to be obtained. To attempt 
curetting of this space with an instrument would be 
a hazardous performance; for the tube might easily 
be injured. This part of the operation must be 
accomplished with the tip of the finger, wrapped in 
gauze, or the finger nail. The sense of touch is 
necessary, first, to detect the extent of the growth 
to be removed, and, second, to recognize the tube 
and not injure it. Another important reason why 
the finger should be used to complete the operation, 
is that hypertrophied lymphoid tissue often extends 
over the entire length of the posterior pillar of the 
palate and of the lateral wall of the pharynx al- 
most to the level of the tongue. No instrument will 
detect this swollen, easily bleeding mass; without 
the use of the finger, the growth will be left behind. 


Tonsillectomy has become a highly developed op- 
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eration, and is a distinctively successful one. Any 
instrument which will cleanly, and without undue 
force, remove the entire tonsil from its attachments 
is all that is required. The secret of a successful 
and easy removal of the tonsils is to find the natural 
line of cleavage and keep within its confines. The 
operator who learns this procedure finds the opera- 
tion to be simple and almost bloodless if he keeps 
his instruments between the plica triangularis and 
the capsule of the tonsil. If he penetrates the cap- 
sule and enters the soft tonsillar tissue, he finds the 
operation tedious and difficult, often complicated 
by troublesome hemorrhage. Contrary to what 
was formerly believed, dissection by blunt instru- 
ments does not give immunity from post-operative 
hemorrhage. Such hemorrhage comes from the 
large arteries. These arteries are severed by the 
snare wire and not by the preliminary dissection. On 
the other hand, much of the post-operative sore- 
ness which most distresses the patient comes from 
the wounded palatal surfaces rather than from the 
separation of the body of the tonsil from the su- 
perior constrictor muscle. For this reason, sharp 
dissection of the pillars from the edges of the tonsil 
has much to do with the patient’s after-comfort. 


Marked deflections of the septum are easily rec- 
ognized. The form assumed by the deflection 
varies considerably. There is the simple bending 
or bow-shaped deflection, the compound bend, and 
the angular bend. All produce deformity, with 
consequent alteration of the nasal chambers. There 
is another type of deflected septum, the altered 
form of which is so slight as to be often over- 
looked. This is the bending of that part of the 
septum which is immediately opposite the second 
turbinate, extending very little, if at all, below 
the level of this structure. Such a slight deformity 
is not recognized upon casual inspection. It is only 
by a careful study of each side of the nose and by 
a comparison of the one with the other that its 
existence is determined, Personally, I measure 
carefully with my eye the inner or septal edge of 
the middle turbinate. If the head is rigidly fixed in 
the middle line, the edge of the turbinate may be 
seen on one side, while on the opposite side only 
a portion of the second turbinate is visible if the 
septum is deflected. In certain cases, upon inspec- 
tion, both sides of the septum opposite the middle 
turbinate will be seen to be bending outward. In 
such cases the application of epinephrin for a few 
moments will usually cause the swelling on both 
sides to disappear. This means that the mucous 
membrane is swollen, due to causes elsewhere in 
the nose or throat. If this swelling is marked and 
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persistent, it is necessary to determine the cause 
of the swelling, which decreases the air currents 
through the middle meatus as effectually as does a 
bony deflection. The air passage through the 
middle meatus has great influence on the proper 
action of the eustachian tube; hence it is very im- 
portant that it be open and free. One great rea- 
son why septum operations are not more success- 
ful is that the dissection is not carried high enough 
to open this important space. Every operation on 
the septum should bring both middle turbinates 
plainly and equally into view. 

The local treatment of intermittent. chronic 
purulent otitis media consists first of all in keeping 
the canal as dry as possible. All granulation tissue 
should be removed, if possible. Aural polypi must 
also be removed, of course. Syringing with watery 
solutions over long periods of time does more harm 
than good as it has a tendency to promote the 
growth of granulations. The use of powders must 
not be recommended to patients for home use. 
Peroxide of hydrogen as an antiseptic or deodorizer 
is advocated by some aurists and condemned by 
others. Nitrate of silver solutions in various 
strengths are widely used and doubtless are of value 
in certain cases. Trichloracetic acid, chromic acid, 
and other caustics have been advised in selected 
cases where granulation tissue is abundant, but they 
must be used with great caution. Alcohol, with 
or without the addition of boracic acid is the favor- 
ite treatment with most aurists. Many cases of 
chronic otitis media, yield like magic to alcohol in- 
stilled into the ear once or twice daily, while other 
cases are made distinctly worse by this remedy. 
Occasionally, diluted alcohol produces better re- 
sults than the full strength. Patients subject to 
chronic middle ear disease should not be allowed 
the pleasure of salt water bathing, even with rub- 
ber or cotton plugs in the diseased ear. 

Operations designed to occlude the eustachian 
tube in its bony portion are recommended by cer- 
tain well known aurists. In selected cases such 
operations have doubtless been successful. 

Faithful, regular treatment of the middle ear by 
the aurist, assisted by honest, untiring effort to 
comply with the aurist’s instructions on the part 
of the patient, often bring about the desired result. 
If success is not obtained within a reasonable length 
of time after all local measures have been exhausted 
and after all pathological conditions in the nose of 


the throat have been removed, we may considef 


that the chronic purulent otitis media in question 
belongs to the class 1 division, which requires radi- 
cal surgical intervention for a permanent cure. 


Vor 


J. 


to 


: 
if 
tion 
It 
erre 
shor 
We 
ms 
I 
trati 
draz 
T 
CAT 
any 
Pre 
DE 
por 
Sec 
the 
Loc 
A 
Ros 
sche 
thes 
labe 
clin 
SEVE 
of ¢ 
tern 
the. 
ucts 
afte 
eral 
istra 
ques 
ties 
two 
‘ 


You. XXXIV. No. 5. 


EDITORIALS. 


AMERICAN 
JourNAL OF SURGERY. 143 


American Journal of Surgery 


PUBLISHED BY THE 


SURGERY PUBLISHING CO. 
J. MacDONALD, Jr., M.D., President and Treasurer 


15 East 26th St., New York, U. S. A. 


to whom ail communications intended for the Editor, originai 
articles, books for review, exchanges, business letters — 
and subscriptions should be addressed. 


SUBSCRIPTION PRICE, TWO DOLLARS. 
FOREIGN, TWELVE SHILLINGS. 


Original Articles and Clinical Reports are solicited for publica- 
tion with the understanding that they are contributed exclusively 
for this journal. : 

It is of advcntage to submit typewritten manuscript; it avoids 
errors, 

CHANGE OF ADDRESS. Subscribers changing their address 
should immediately notify us of their present and past locations. 
We cannot hold curselves responsible for non-receipt of the Journal 
in such cases unless we are thus: notified. 

ILLUSTRATIONS. Half-tones, line etchings and other illus: 


trations will be furnished by the publishers when photographs on 
drawings are supplied by the author. 


SPECIAL NOTICE TO SUBSCRIBERS 
The “American Journal of Surgery” is never sent to 
any subscriber except upon a definite written order. 
Present and prospective readers please note this. 


WALTER M. BRICKNER, M.D., F.A.C.S., Editor. 


New York, May, 1920. 


DEATHS AND POISONING FROM LOCAL 
ANESTHETICS IN THROAT SURGERY. 


Of very great interest, it seems to us, is the re- 
port at the meeting last month of the American 
Medical Association in New Orleans, before the 
Section on Laryngology, of the special committee on 
the Advantages and Disadvantages of the Various 
Local Anesthetics in Nose and Throat Work. 

Appointed at the preceding annual meeting, this 
committee (Emil- Mayer, New York, chairman; 
Ross H. Skillern, Philadelphia; Robert Sonnen- 
schein, Chicago) planned: to compare local anes- 
thesia and its effects with general narcosis ; to check 
laboratory against clinical data; to ascertain what 
clinical l’terature offers in support of the use of the 
several local anesthetics in different conditions and 
of concentrated rather than dilute solutions; to de- 
termine what cases show idiosyncrasy ; to ascertain 
the relative merits of cocain and the synthetic prod- 
ucts; to determine whether hemorrhage during or 
after operation is greater with local than with gen- 
eral anesthesia; to study the toxicity of local an- 
esthetics ; to note the effects of the previous admin- 
istration of morphia ; and to make recommendations. 

The Council on Pharmacy had previously made re- 
quests through many journals for reports on fatali- 
ties from local anesthetics, and had received only 
two replies. The Committee had a sim‘lar experi- 


ence. When, however, a questionnaire was sent to 
150 members of the Section, many toxic effects were 
reported and twenty deaths, most of them not 
previously recorded. Two of these were in nose 
operations. In one of them death followed immed- 
iately the injection of a weak solution of procain 
and adrenalin (epinephrin) into the septum; in the 
other a 10% solution of cocain was injected into the 
nose by mistake for a 1% solution. Of the fatali- 
ties in throat cases, 12 occurred following the use of 
cocain, 5 from “novocain,” 1 from “procain.” Of 
the cocain deaths, 5 were due to avoidable mistakes 
(by the druggist, attendant, etc.) Careful inves- 
tigation failed to show that adrenalin was a causal 
factor. 

It will thus be noted that the number of cocain 
deaths wasabout double that of the number of deaths. 
following the use of novocain (the foreign prep- 
aration) or procain (the same drug manufactured 
in America) ; which, however, is less striking when 
one reflects that cocain is used much more common- 
ly by throat surgeons, than any of the synthetic an- 
esthetics. Moreover, no satisfactory substitute for 
cocain as a topical application has yet been estab- 
lished. 

Among the newer drugs that have been highly 
commended are benzyl alcohol and allocain; but the 
Committee found not sufficient evidence to warrant 
any report on these. 


Toxic effects, short of fatality, were noted from 
cocain, novocain, apothesin, beta eucain and stovain. 
In one case in the literature idiosyncrasy was re- 
ported. In any case in which such an idiosyncrasy 
is suspected it would seem wise, as the committee 
recommended, to make preliminary trials of the 
drug in small doses. 

Edema and sloughing followed the use of qui- 
nine urea. One writer who recorded 390 tonsillec- 
tomies with this anesthetic, now states that he has 
not used it in two years, although no publication ~ 
had been made retracting his former views! An- 
other writer who had once stated that quinine urea 
came nearest to the ideal local anesthetic, now ad- 
mits that he has ceased using it. The Committee 
reported that this drug is no longer employed in 
nose and throat surgery. 

Animal experimentation was undertaken for this 
investigation, as to the effect of morphine and the 
local anesthetics combined. The results were rather 
negative and the Committee expressed the belief 
that the employment of morphine is not contra- 
indicated. 

Among the disadvantages ascribed by some to 
local anesthet'cs are difficulty of control of bleeding 
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at or after operation, and difficulty of sterilization 
of the drug. The Committee found that the vast 
majority of operators found no great trouble from 
hemorrhage either during or after operation. The 
difficulties of sterilization can be overcome by prep- 
aration of concentrated solutions, kept in sterile 
vials and diluted when required. 

In America, at least, local anesthesia is the method 
of choice in intranasal operations. In throat oper- 
ations also it is preferred by the majority of Ameri- 
can laryngologists. The Committee found that ex- 
perience in the war had much to do with the con- 
version of those opposed to local anesthesia. Neither 
the toxic effects nor the occasional fatalities from 
its use are more dangerous, or more numerous, than 
the corresponding hazards of general narcosis. Even 
the nitrous oxide combination looked upon by many 
as absolutely safe, has its toll of mortality. One 
observer reported 37 deaths from this “safest” an- 
esthetic. 

Concerning the employment of the synthetically 
prepared local anesthetics the Committee stated that 
they may be freely injected if this is done slowly and 
in proper doses; that the greatest danger lies in too 
rapid injection or entering a vein; that fatalities oc- 
cur immediately or not at all; that the drug is elim- 
inated in the liver ; that a peculiar susceptibility does 
exist in some individuals; and the Committee sug- 
gests that all operations be performed with the pa- 
tient recumbent from the first application of the 
local anesthetic, each operation to be preceded by a 
hypodermatic injection of morphia and atropin, and 
the patient not allowed to leave the hospital im- 
mediately after. 


A NECESSARY ADJUNCT TO GENERAL 
ANESTHESIA IN THROAT OPERATIONS. 


In spite of the development of nice technics of 
local anesthesia for tonsillectomy and the increas- 
ing popularity of this method for the operation ‘in 
adults, it is to be noted in the literature from time to 
time that not a few specialists continue to prefer 
general narcosis. They point out, in making com- 
parisons, that the local method is also not free from 
danger, and in this they are supported by the report 
of the special committee of the Section on Laryngol- 
ogy of the American Medical Association not yet 
published in full but outlined above in its essentials. 

In the JourNAL, March, 1916, we called attention 
to the danger, under general anesthesia, of the for- 
mation of lung abscesses after tonsillectomities, in 
connection with the report in that issue, of nine 
such cases studied clinically by Manges. Lung in- 
fections after throat operations were not then alto- 


gether unrecorded, but the danger was not widely 
recognized. Today it is better understood and, we 
hope, generally guarded against by the dependent 
position or by the employment of some suction de- 
vice to keep the fauces clear of blood or pus, or by 
both. The inspiration of these fluids is a hazard in- 
herent in operations within the mouth and throat 
during narcosis and one who performs a bloody op- 
eration in either of these cavities without adequate 
means of obviating this danger wilfully or igno- 
rantly places his patient in jeopardy. 


THE NESTOR OF LARYNGOLOGY. 

Whatever profession or trade one pursues he 
should take interest in its history and pride in the 
accomplishments of those who developed it. Throat 
specialists of this country have especial reason to 
be proud of the history behind them for, except the 
epoch-making introduction of laryngoscopy, the 
most important early contributions to the science 
were American. . . . “This specialty as a distinct 
part of regular medical practice seems to have orig- 
inated in America, Horace Green being the first, at 
all events in recent times, who devoted himself to 
throat and respiratory diseases. . . . To enumerate 
all the contributions to the science of laryngology 
from this country would be impossible. Even to- 
day the work of Horace Green has never been sur- 
passed.”* The tonsillotome is American (Physick, 
1827, Fahnestock, 1832). Rhinology, too, had its 
foundation in America. The earliest laryngological 
societies were American and so, too, probably, was 
the first throat clinic. 

In reflecting upon the accomplishments of those 
Americans who laid the foundations in laryngology 
and rhinology—Bosworth, Ingals, Sajous, Louis 
Elsberg, Allen, Knight, O’Dwyer, John Mackenzie, 
Jarvis, Shurley, Roe and others—it seems appro- 
priate in this special issue of the JouRNAL to say a 
word concerning the survivor among the brilliant 
pioneers, J. Solis-Cohen of Philadelphia. 

Returning from service as a naval surgeon in the 
Civil War he devoted himself to a field which, in 
spite of the introduction of the laryngeal mirror 
several years before, had not been closely studied. 
At a time when diseases of the pharynx and larynx 
were treated chiefly by internal medication and, 
more or less, by topical applications, he made visual 
observations of the pathogenesis of the diseases of 
these structures and essayed their more exact diag- 
nosis and their specific local treatment, surgically 
and otherwise. As early as 1866 he gave private 
lectures on laryngology. He was among the first to 


*Howard Kelly’s “Cyclopedia of American Medical Biography.” 
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perform laryngectomy for carcinoma and made 
important observations on the post-operative and 
later management of these cases. His investigations 
into medication of the air passages by sprays and 
vapors, published in a monograph, established these 
procedures upon a rational basis. In 1872 appeared 
the first edition of his treatise on diseases of the 
throat, the most comprehensive work on the sub- 
ject that had ever been published. Today, after:a 
half century, it is still often quoted and it will re- 
main, like the treatises of Astley Cooper or Sam- 
uel D. Gross, among the classics of medical litera- 
ture. In 1880 he founded, with Louis Elsberg, 
Knight and Lefferts, the Archives of Laryngology. 

Several years ago, while still in the prime of his 
usefulness. Dr. Solis-Cohen voluntarily resigned his 
professorship at the Jefferson Medical College and 
Lis active hospital work “to give younger men a 
chance”; but he has continued in the practice of his 
loved work and is often consulted as the arbiter in 
obscure cases. Of scholarly intellect and broad cul- 
ture, he is charming as a speaker, delightful in his 
reminiscences of earlier days, still wide in his visions 
of the future. Long may he continue among us, 
an ornament to the profession he has honored, Nes- 


tor of American laryngologists! 


UNTRAINED “THROAT SPECIALISTS.” 


Discussing “Adequate Preparation for the Prac- 
tice of Otolaryngology” (Journal of the American 
Medical Association, April 10, 1920) Dr. George 
Shambaugh of Chicago said: 


“... The country is literally flooded with general 
practitioners who have found a_ lucrative field of work 
in doing operations on the nose and throat, but who have 
had no fundamental training in otolaryngology which 
has prepared them to make the proper examination or to 
diagnose the conditions requiring these operations. For 
years general practitioners have been coming to our city 
clinics, especially to the so-called post-graduate schools, 
with the sole object of learning the technic of a few 
operations on the nose and throat. It has been proverbial 
that these men have not been_interested in learning the 
Principles of otolaryngology. Diagnosis has not especially 
interested them.” 


The deplorable fact cannot be gainsaid that many 
men, wearying of the grind of “general practice” 
have sought to secure more lucrative returns with 
less effort and easier hours, through a specialty that, 
as they view it, can be quickly learned and comfort- 
ably practiced. Otolaryngology, as they conceive 
it, is such a specialty ; and so, after a brief course in 
a post-graduate school or a few weeks or months in 
an out-patient clinic they blossom forth to wreak 
their will on youthful or adult adenoids and tonsils, 
on nasal septa that deviate from the straight and 
Narrow path. To them operations on these struc- 
tures, though not perhaps the beginning and the end 


of the throat specialty, are at least its chief purpose 
and accomplishment. Some of them, to be sure, 
become dextérous and perform these operations 
creditably, many perform them very badly, and 
most who acquire no better training or broader ex- 
perience are quite unable to determine the proper 
indications for treatment and woefully lack ac- 
quaintance with the pathology of the diseases they 
essay to treat. 


Such a state of affairs is far from creditable. It 
is up to the leaders in otolaryngology in America to 
bend their efforts to correct it. Help, direction, op- 
portunity will accomplish it, not mere condemnation 
or derision. The American College of Surgeons 
has made a start by establishing a standard, but the 
means should be provided for attaining that stand- 
ard. For this purpose Shambaugh wisely suggests 
that post-graduate training in the specialties should 
be the work of our universities : 


“ 


: Courses of instruction aiming to drill the 
student in the established facts in medicine are always 
superficial. It is not so much the number of facts that 
the physician is able to acquire in his preparation as a 
specialist that matters. It is rather the training to in- 
vestigate these facts that is of greatest value. It is right 
here that post-graduate instruction in this country and 
abroad has failed signally in the preparation for special 
practice. Physicians who have relied on the taking of 
such courses for their preparation have too often com- 
pleted this instruction with the belief that they have ac- 
quired a knowledge of the important things in otolaryn- 
gology, whereas they have missed entirely the most im- 
portant element in the proper training of the specialist, 
namely, the training, and the desire insp red by the train- 
ing, for investigating these facts.” 


GLOSSECTOMY AND LARYNGECTOMY. 


Glossectomy and laryngectomy for carcinoma of 
the tongue and of the larynx are undertaken not 
merely to relieve suffering but also in the hope of 
effecting a cure. They are formidable operations, 
and in a large percentage of cases thev do not length- 
en life but promptly terminate it. For this reason 
and, still more, because it involves the loss of arti- 
culate speech, one should not be disposed to argue 
with any patient, young or old, who objects to the 
sacrifice of his tongue or his larynx. 


A UNIQUE MEDICAL CONTRIBUTION. 


We would call our readers’ attention to the very 
interesting article, in this issue of the JouRNAL, 
on the cosmetic surgery of the nose, wr tten by 
Dr. Gustav Tieck, not merely because of the excel- 
lent results he appears to be able to accomplish, but, 
especially, because he labored for twelve years, de- 
veloping his methods through an experience in over’ 
one thousand cases, before he essayed to publish his 
work. Surely a shining example! 
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Surgical Suggestions 


Injecting colored paraffin into a thyro-glossal 
sinus facilitates its excision. 


Relaxed ear drum is one of the causes of partial 
deafness. Politzerization makes it worse, not bet- 
ter. 


A persistent cough, especially in a. child, may be 
due to a foreign body or impacted cerumen in the 
auditory canal. 


Large hard lymph nodes in each sterno-mastoid 
region may arise from a neoplasm in the naso- 
pharynx. 


Submaxillary lymph gland enlargements, especi- 
ally in children, often have their origin in infections 
of the nose—sometimes by a foreign body. 


Thrombosis of the jugular vein is most often 
caused by mastoiditis, but phlebitis or thrombosis 
of this vein is occasionally produced by suppura- 
tive processes in the neck. 


In aged individuals who apparently have never 
had evidences of syphilis one is most apt to be led 
astray by some late manifestation of the disease. 


In determining whether an ulcer of the tongue is 
syphilitic or malignant a positive Wassermann re- 
action is not sufficient without also removing a sec- 
tion for microscopic examination. The lesion 
may be an epithelioma in a syphilitic! 


The line of incision into a peritonsillar abscess 
may be anesthetized by swabbing it with a five per 
cent. solution of cocain and then infiltrating it, by 
means of a hypodermatic or other syringe, with one- 
half per cent. solution of procain. 


In diabetes ether, chloroform and nitrous oxide 
narcoses are all very risky. Local anesthesia is 
safest whenever it can be used. 


In diabetes examination of the blood itself 
(hyperglycemia, acidosis index), and not merely 
of the urine, furnishes the proper guide in treat- 
ment and, especially, in determining for or against 
operation. 


Progress in Surgery 
Selections from Recent Otolaryngologic Literature. 
_Edward Bleier, M.D., Abstract Editor. 


Displacement of the Eye in Association with Chronic 
Frontal Sinusitis, with History of Five Cases. 
R. C. Lyncu, New Orleans. Southern Medical Jour- 
nal, Miarch, 1920. 


If the straight edge is applied in a vertical direction to 
the upper and lower margins of the orbit and pressed 
against them, its surface will just come in contact with 
the cornea through the closed lid without making any 
appreciable pressure upon the globe. While a certain 
latitude is granted for obesity or emaciation and for nat- 
ural deviations in bony development, this is said to be 
the normal position of the globe in its cavity (Fuchs). 
Any undue outward protrusion with or without lateral 
deviation, is termed exophthalmos, and can be said to 
be due either to an increase in the volume of orbital tis- 
sue or to a decrease in the capacity of the orbit cavity. 

The author presents detailed’ reports of five cases of 
exophthalmos. The etiology in the different cases was an 
acute infection of a chronic mucocele of the frontal sinus, 
a traumatic non-infected mucocele of the frontal sinus, a 
gumma of the orbit, a metastatic carcinoma of the orbit, 
and a chronic frontal sinusitis with rupture into extra- 
dural space, producing an extra-dural abscess and its rup- 
ture into the orbit. | 


Killian Operation on Frontal Sinus and Ethmoids. 
Lewis A. Corrin, New York. New York Medical 
Journal, March 13, 1920. 


Coffin reports the operation in a case of recurring acute 
sinusitis. An incision was made along the upper edge of 
the eyebrow curving around its nasal end onto the side 
of the nose and carried along the side of the nose to just 
below the lower border of the frontal process of the 
superior maxillary bone. The incision was carried to the 
bone except over the supraorbital ridge which was ‘eft as 
the Killian bridge. The soft parts at this point ,extend- 
ing down to the periosteum were dissected back to a point 
under the supraorbital notch. The incision through the 
periosteum was now made under the orbital ridge and par- 
allel with that ridge beginning at a point below the supra- 
orbital notch and connecting with the incision along the 
side of the nose. The soft tissue, including the periosteum, 
were raised over the entire area of the frontal sinus, the 
side of the nose, and the orbital side of the orbital plate 
of the frontal bone. The entire anterior wall of the fron- 
tal sinus was removed and edges bevelled to the posterior 
wall. 

The ethmo‘ds were exposed by the removal of a rectang- 
ular piece of bone at the expense of the nasal bone, the 
frontal process of the superior maxillary bone and the 
lacrimal bone, and this opening was enlarged by the re- 
moval of the orbital plate of the frontal bone. 

The frontal sinus was filled with polypoid tissue and 
polyps. Through the opening in the side of the nose the 
ethmoidal tract was cleaned up better than could have 
been done intranasally and the sphenoidal sinus was cur- 
etted out. The incision was closed with horse hair sutures 
—no packing having been placed in the field of operation. 
The patient is cured. 


Headaches from Nasal Origin. J. SHea, Mem- 
phis. The Journal of the Tennessee State Medical As- 
sociation. March, 1920. 


Headaches may be caused by nasal involvement either as 
a symptom of general, focal or local infection, 

General—Headache is one of the initial symptoms of 
all acute infections of the nose and throat, and is charac- 
terized by its generality rather than its severity. 

Focal—A general headache may be a manifestation of 
a focal infection of either the teeth or the tonsils, and as 
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such will not be limited to one part of the head and obeys 
no rule as to its Yadiation, Neither does it come and go 
with any regularity. The vagueness of its character and 
the history of -intercurrent tonsillitis or toothache will 
guide one in detecting the cause. An agreeable surprise 
is often in store for the operator in these cases, as the 
tonsil may be removed for a different focal symptom and 
the headache, which has not been associated with the ton- 
silar infection, clear up. 


Local.—The largest number of headaches come from 
sinus diseases, either acute or chronic. There are two 
functions which a sinus must be able to carry out at all 
times, or else headache will be produced, i. e., ventilation 
and drainage. If either of these two functions is inter- 
fered with, the symptoms will arise and its severity is 
dependent upon the degree of disturbance. Taking the 
simplest thing possible, a blocking of the sinus opening, 
the blood will take up the oxygen and reduce the atmos- 
pheric pressure within the cavity. This leads to the 
production of a partial vacuum, which will give rise to a 
drawing pain over the sinus. The duration of the pain 
‘s limited to the time the sinus is blocked. If the sinus 
becomes blocked and drainage is partially or completely 
interfered with, headache will arise and will vary from 
a full feeling in the sinus to unbearable pain. The onset 
of the pain in the partial blocking begins after the patient 
has been up sufficiently long that some of the discharge 
has dripped out, leaving a partial vacuum behind. This 
condition of affairs will keep up the symptoms until suffi- 
cient discharge has escaped to allow ventilation to occur. 
Even though the sinus is discharging freely, if ventila- 
tion keeps up, the patient will be comfortable until he re- 
tires and the sinus refills, for the same cycle to reoccur 
the next day. 

The maxillary sinus suffers the most from the troubles 
of its neighbors.. Abscesses at roots of the upper bicus- 
pids and first molars will rupture into it and set up an 
infection. Or it may become a reservoir for the discharge 
from infected ethmoids or frontal sinuses. In a large per- 
centage of skulls there may be found a normal opening 
from the ethmoid into the maxillary antrum and when 
these become infected the pus will drop down into the 
sinus. The anterior ethmoids and frontal go hand in 
hand; for the infundibulum, which is the drainage canal 
for the frontals, makes its course down through the eth- 
moids and shares with them their infection and trouble. 
The hiatus semilunaris contains the openings for these 
two group of sinuses, and is protected by the anterior third 
of the middle turbinates. Hence, any pressure exerted 
upon the turbinate or any increase in its size from whatso- 


ever cause will block the hiatus and dam back the secre- . 


tions into these sinuses. 

The posterio ethmoid cells and the sphenoid are sepa- 
rated by a thin partition which is easily broken through, 
and each drains by its own opening, the latter into the 
naso-pharynx and the former into the post-nasal cavity 
under the middle turbinate. 


Conservative Tonsil ‘Surgery. L. 
The Hahnemannian Monthly. April, 


Hellegas reviewed the answers given at the Pennsylvania 
State Medical Examinations, to the question “On what 
general symptoms and on what condition in the tonsils 
would you advise enucleation of the tonsils?” On reading 
the answers to this question, he was convinced that a ton- 
sl would not have been safe under any conditions with 
that particular crowd of young doctors. 

Two main offending factors in the indiscriminate re- 
moval of tonsils may be considered—the clinics and the 
visiting school doctors. The school doctors do not have 
an opportunity for extensive examinations, and they send 
many children home with the suggestion that their tonsils 
be removed, instead of advice to have their tonsils exam- 
ined. So the clinics get many of these children as well 
as others, many of them coming to the operating table 
without the surgeon ever having made a previous examina- 
tion, local or otherwise. The rhinologist in his private 
Practice uses more discrimination. 


Hellegas does not underrate the importance of focal 
infection as an etiological factor in many conditions, nor 
minimize the absolute necessity for the enucleation of the 
tonsils in many such cases; but, for the sake of suffering 
humanity, trace the focus to the tonsil before removing it. 


A Note on the Later History of Four Cases of Total 
Laryngectomy. Sir Cuarters Symonps, London. 
The Lancet. March 20, 1920. 


The author reports four cases in which the larynx had 
been removed for carcinoma, that have lived in comfort 
for 8, 12, 15 and 22 years, respectively. He describes his 
special speaking tube. 

The tracheal tube is of large size, slightly conical, and 
fits the trachea closely; it has no inner tube. It is in- 
serted as soon as the trachea is brought forward at the 
operation. Fitting into this is the special apparatus for 
speaking, which has a flap-valve admitting air on inspira- 
tion. This valve closes on expiration, the air passing 
through a tube attached to the upper surface and thence 
into a rubber tube. by which the stream of air is carried 
to the lips. A vulcanite piece fits into the distal end of 
the rubber tube, the end of which is flattened and the 
orifice narrowed so as to deliver a broad and forcible 
stream of air. The exit tube, to which the rubber is at- 
tached, should have as wide a diameter as possible, and 
should be a good inch from the shield so as to carry the 
rubber clear of the chin. 

This is the simplest form of apparatus in use, and enables 
the patients to speak clearly under almost all conditions. 
Symond’s efforts to introduce a sounding reed into the 
tube have not been successful. The rubber valve of a 
motor cycle horn answered for a short time. The lips, 
however, very soon became glued together from the mois- 
ture and ceased to act. Those who have not observed 
the effect produced when the lip movements are made in 
the .air current can hardly appreciate the clearness and 
loudness of the resulting utterance. 


Bronchoscopic Treatment of Bronchiectasis and Pul- 
monary Abscess. Henry Lownpes Lynau, New York. 
' Medical Record, February 7, 1920. 


By the use of the bronchoscope in the treatment of bron- 
chiectasis and pulmonary abscess many patients suffering 
from these conditions may not only be relieved, but even 
cured by the establishing of proper drainage of the lung. 


In bronchiectasis, especially in cases following diphtheri- 
tic involvement of the bronchi, there is a marked peribron- 
chial infiltration and connective-tissue thickening of the 
bronchial wall which often produces stenosis by subse- 
quent contraction. These bronchial stenoses not only fol- 
low diphtheritic tracheobronchitis, but may also follow the 
sojourn of foreign bodies for a long period, influenza, 
syphilis, and other conditions in the mediastinum causing 
pressure from without, as in peribronchial infiltrations 
and mediastinal glandular pressure. Pressure from with- 
out the bronchus is often productive of a chronic inflam- 
matory thickening of the compressed bronchial wall, which 
may cause stenosis later. 

In intubated cases suffering from laryngeal diphtheria 
with obstruction of the lumen of the intubation tube, 
secretions may be retained in the lungs, and produce a 
“sponge soaking” of the lung structure, and the patient, 
being unable to expel this secretion from the lung, fre- 
quently succumbs. Such cases ate frequently diagnosed 
bronchopneumonia, but the so-called bronchopneumon‘a is 
rapidly relieved by bronchoscopic evacuation of the se- 
cretion. As soon as proper pulmonary drainage is estab- 
lished, the condition of the patient improves. 

In peanut bronchitis following the inhalation of a peanut 
kernel or particles of masticated peanut, a very severe 
reaction follows, and an enormous amount of secretion is 
produced by the irritant action of the peanut. If the pea- 


‘nut kernel or particles are not removed there is such re- 


tention and “sponge soaking” of the lung, with foul secre- 
tion, that the child succumbs later to pulmonary abscess 
and septicemia. 
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Lung abscesses may be either diffuse or circumscribed. 
In the diffuse variety the lung is usually “sponge soaked” 
with nus, the removal of which bronchoscopically will 
greatly improve the patient, On the other hand, a circum- 
scribed abscess may be extremely difficult to cure, especially 
when the abscess attached by its stalk is at a right angle 
to the bronchus into which it pours its contents. If the 
stalk of the abscess connects in a line with the bronchus 
into which it empties, then it is not. a difficult procedure 
to enter the abscess cavity and drain it properly, but a 
true circumscribed lung abscess is at times exceedingly 
difficult to cure. 


Nerve Deafness Due to Congenital Syphilis in Three 
Children. M. B. Kay, Pittsburgh. Journal of the 
American Medical Association. April 24, 1920. 


The cases reported are remarkable not because syphilis 
- produced deafness, but because it attacked all three chil- 
dren of one family in the same manner, every other part 
of the body escaping but the eighth nerve. Owing to the 
fact that at least a year had elapsed before signs of deaf- 
ness developed, Kay believes that these are undoubtedly 
cases of “late hereditary syphillis.” Each of these children 
was put on ascending doses of potassium iodid, reaching 35 
— three times a day. The general result has been 
good. 


Incomplete Mastoid Operation As a Cause of Delayed 
Healing. Freperick Tuayer Waterville, 
Maine. The Laryngoscope. March, 1920. 


Hill presents the following conclusions: 


1, The period of convalescence is mainly dependent 
upon the character of the operation. This is generally 
the cause for delayed or non-healing mastoids. Early 
healing and-uneventful convalescence depends upon thor- 
ough exenteration. 


2. Cases of delayed healing and requiring secondary 
operation are met more frequently in the diploetic and 
diplo-pneumatic types, where there is a persistence of the 
diploe or “dense mastoid mass.” 

3. The cause of this is neglect by the operator of cer- 
tain areas, this oversight being less likely to occur in the 
cellular mastoid. 

4, The “favorite points” overlooked are: the angle be- 
tween the sinus and the floor of the middle fossa, the 
space between the sinus and the prominence of the digas- 
tric groove, and less frequently, the zygoma, posterior 
meatus wall and the tip. 


Brain Abscess Complicating a Local Cranial Infection. 
SHarre, New York. Surgery, Gynecology 
and Obstetrics. March, 1920, 


The mortality of patients having the condition of true 
brain abscess is high; without operation practical'y 100%, 
and with operation, 70% or even higher. Subdural and 
localized abscess are excluded. The diagnosis and. ac- 
curate localization of the intra-cranial condition are most 
difficult and for these reasons the operation of drainage 
must always be considered as an exploratory procedure. 
The ideal operation is with the direct approach, through 
the infected mastoid area, dura, and into the adjacent 
abscess cavity, but only in the presence of a dura, adher- 
ent to the underlying cerebral cortex, thus walling off 
‘ the infective process. In those other selected cases, in 
which the accurate localization of the abscess is impossi- 
ble, and in the absence of dural adhes’on to the cortex, 
an exploration of the hemisphere should be performed 
through the clean subtemporal area, and if the abscess is 
found, satisfactory drainage can be obtained. If the ab- 
scess is not found, then the risk of a resulting meningitis 
is practically nil, and it may be possible later to localize 
the abscess and to drain it. This operation, however, 
should be used only in selected patients and the operation 
of mastoidectomy with wide exposure of the dura, should 
always precede it, in order to remove the primary infec- 
tive focus, and at the same time to ascertain the presence 
or not of an adjacent brain abscess, If the s‘gns are not 


present, however, the dura of this infected area should 
not be punctured in the hope of locating the abscess, for 
the risk of a resulting meningitis is very high, whether the 
abscess is found or not. 


Two Cases of Gradenigo’s Syndrome. J. L. MaysBaum, 
New Yerk The Laryngoscope, March, 1920. 


The syndrome described by Gradenigo in 1904, is char- 
acterized by an acute purulent otitis media, with or without 
mastoid involvement; intense pain in the temporal and 
parietal regions from involvement of the Gasserian gang- 
lion, and paralysis or paresis of the abducens nerve of the 
same side as the aural lesion. Such a group of symptoms 
occurring during the course of a middle ear suppuration 
or of an acute mastoiditis, before or after operation, may 
occasion considerable apprehension of an intracranial com- 
plication. The cases reported by _Maybaum had _ these 
symptoms in more or less characteristic manner. In one 
case, the complication occurred two weeks after a simple 
mastoid operation, while the patient was making a satis- 
factory convalescence. Complete recovery followed with- 
out any further surgical intervention. In the second case, 
there was a history of an acute middle ear suppuration 
which had completely resolved at the time Maybaum first 
saw the patient, and the syndrome had been present, with 
lessening severity, for a period of ten days; _ther2 was 
entire absence of signs or symptoms of mastoid involve- 
ment. A fulminant type of meningitis developed, irom 
which the patient succumbed the following day. 

Recoveries have been reported in many cases without 
mastoid operation and even without myrinotomy. 

The explanation commonly given for the occurrence of 
this syndrome is that it is the result of a circumscribed 
serous meningitis from extension of the infection in the 
tympanum or mastoid to the tip of the petrous portion of 
the temporal; in other words, there is present an osteitis 
of the petrous portion. The abducens nerve is in contact 
with the periosteum at the apex of the petrous portion, 
at which point it enters the cavernous sinus, usually just 
external to the junction of the inferior petrosa! and cav- 
ernous sinuses. 

The Gasserian ganglion is in close proximity to the tip 
of the petrous bone, resting in a depression on the anterior- 
superior aspect, so that a process which would affect the 
abducens nerve at the tip would be likely also to include 
the Gasserian ganglion. In the mild types of otitis med'a 
it is entirely possible for the inflammatory process to 
extend to the apex of the petrous bone and to produce 
an edema or a local toxemia, which would readily inter- 
fere with the function of the abducens nerve and Gas- 
serian ganglion. The petrous pyramid may be of a pneu- 
matic character with large cells directly under the location 
of the abducens nerve as it enters the cavernous sinus, S0 
that a purulent process would spread very readily to the 
apex. 

Gradenigo classified these cases into three groups: (1) 
Those having typical syndrome. (2) Symptoms similar 
to the first group, but in addition accessory symptoms from 
a more extensive involvement (second, third and fourth 
nerve changes) or complicating lesions which may have 
no direct bearing upon the sixth nerve paralysis. (3) 
Fatal cases with diffuse meningitis, 

A number of routes have been described by which the 
infection may reach the petrous portion from the tym- 
panum. (a) Sublabyrinthine route: Extending from the 
tympanum below the labyrinth and internal auditory 
meatus to the petrous tip. (b) By way of the carotid 
canal, access to which is obtained by eroding the anterior 
tympanic wall or through the carotico-tympanic foramina, 
which give passage to the carotid branches of the tympanic 
plexus. (c) Infection through a layer of cells extending 


-along the eustachian tube, thus passing from the tympanum 


to the petrous tip. (d) From the mastoid antrum the in- 
fection may extend through the subarcuate fossa or petro- 


mastoid canal, which passes inward beneath the superior 


semicircular canal, and reach a layer of cells lying above 
the internal auditory meatus and thus arrive at the petrous 
tip. 


VoL 
= 
CA] 
A 
V 
the 
invc 
1 cur! 
logit 
cons 
wer 
be u 
tive 
tion 
equ< 
tion 
imp 
rine 
nent 
caus 
in O 
It 
cino 
who 
Nob 
the 
nom 
pres 
nutr 
tion 
f f 
are | 
ea th e 
carc 
writ 
— 
uis 
transz 


